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CHLOROFORM — DOSIMETRIC METHOD 


HE last (1911) report of the Special Chloro- 

form Committee of the British Medical 

Association (1) is one of great value, as 
therein are collected many important papers 
covering the great amount of experimental work 
on the dangers of chloroform anesthesia so care- 
fully investigated by the English school. The 
work of this committee was especially directed to 
determining the upper limit of safety for the 
administration of chloroform vapor. 

“The ultimate conclusions at which the com- 
mittee has arrived with regard to the dosage of 
chloroform may be summed up as follows: 

“tr. That a one per cent vapor is generally 
insufficient to induce surgical anesthesia in an 
adult; at all events, within the limits of time 
ordinarily available. 

“2. That a two per cent vapor of chloroform 
in air is sufficient to induce full surgical anes- 
thesia. 

“3. That in pathological conditions, such as 
depraved blood states, some diatheses, grave 
pathological states, the safety dose or percentage 
is below two per cent, and must be determined in 
each case. 

“4. That the dosage for the maintenance is of 
as much importance as that of the induction per- 
iod, and the neglect in recognizing this has caused 
many deaths, and constantly delays convalescence. 

“5. That no definite limit of safety can be fixed 
for this dose, but that it is in most cases one per 


cent at first, and must be lowered as time goes 
on.” (2) 

Since the appearance of this report the clinical 
study has been continued by the secretary of the 
committee, Dudly W. Buxton. In a paper read 
before the International Congress of Medicine, 
Buxton argues very strongly for an exclusive use 
of the dosimetric method of chloroform anzs- 
thesia. He says in part: “Clinical experience 
supports the experimental results of Sherrington, 
Sowton, and others, that, whereas the organism 
can be ‘taught’ to tolerate even relatively high 
percentage vapors if the strength is gradually 
reached, yet a sudden use at the commencement 
of an inhalation of such a strength results in 
collapse and probably death. When we are 
working out the physiological action of a new 
drug we use the utmost care to measure the 
strength employed. When our results are stand- 
ardized we employ such and such a strength per 
kilo of body weight and know that we shall in 
every case insure a certain result which we 
anticipate. In the case of chloroform we have 
now standardized for the normal person that 
a strength of vapor somewhere about two per 
cent (by volume) will induce anesthesia, that less 
will only cause sleep, while a greater strength will 
lessen the activities of respiration and circulation 
and may at any moment cause cessation of breath- 
ing and heart standstill. And yet the methods 
most generally employed provide no means by 
which the administrator can even know the 
strength of vapor—that is, the dose per kilo—he is 
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giving, while he possesses no accurate control over 
the unmeasured quantities of the drug employed. 
He is forever experimenting upon his patients, 
and the results he obtains depend wholly upon his 
personal acumen as an experimenter. He de- 
pends solely upon his powers of observation; if 
the results consequent upon his unknown doses 
seem to be touching upon the zone of danger he 
limits his supply of chloroform, but by how much 
he does not know. That many men can intuitive- 
ly stumble upon a safe dose when employing un- 
dosimetric methods is obvious, and that experi- 
ence will enable such to anticipate events is un- 
doubtedly true; but the system lacks the impri- 
matur of science and is apt to fail at critical 
moments.” (7) 

Buxton, on the basis of a very extensive experi- 
ence, concludes his paper by saying, “I believe, 
both from experimental and critical evidence, 
dosimetric methods of giving chloroform are the 
only safe means of exhibiting that drug, and by 
their use its dangers are abolished or so far 
lessened as to be negligible.” 

For an apparatus, Buxton makes use of the 
Vernon Harcourt regulator. According to Har- 
court’s own experiments, the percentage of 
chloroform, which from theory should be two per 
cent, varies according to the depth of respiration 
from 1.54 per cent to 2.26 per cent, though the 


mass—i. e., grams per mm.—of chloroform remains 


quite constant (3). As volatile anesthetics act 
entirely according to their tension (9) the mass 
inhaled is of no consequence; an error in the 
estimated dosage of nearly 25 per cent does not 
allow very accurate deductions as to the strength 
of chloroform required, and by the use of such an 
apparatus no fundamental facts as to the deter- 
mination of the anesthetic tension of chloroform 
could be made. Such an inhaler, however, would, 
in the hands of one acquainted with the sign of 
variation under given conditions, render it prac- 
tically impossible to give a fatal overdose of chloro- 
form, and is therefore better than a mask from 
which no indication of the strength could be ob- 
tained. The Connell anesthetometer if calibrated 
and properly modified for chloroform would de- 
liver chloroform vapor with great accuracy, inde- 
pendent of the volume of respiration. 

Buxton’s contention that the dosimetric admin- 
istration of chloroform renders the dangers there- 
of negligible is undoubtedly well taken, so far as 
immediate sudden death is concerned, as thereby 
an excessive tension of chloroform cannot sudden- 
ly overwhelm the heart. Sherrington and Sowton 
(4) have shown that the entrance of chloroform 
into the cardiac tissue and its withdrawal from 
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that tissue follow closely, within a wide range of 
dosage, the solution tension of the chloroform in 
the perfusing solution; also that the degree of 
depression of the heart was a function of the solu- 
tion tension of the chloroform. Embly (5) has 
shown that when air containing more than two 
per cent of chloroform was administered in the 
inspired air, slowing of the heart ensued, and that 
when higher percentages were employed the 
degree of the inhibition was rapidly intensified. 
Because the margin of safety is very narrow be- 
tween a tension of chloroform dangerous for the 
heart and the tension used during the induction 
of narcosis, deaths in chloroform anesthesia are 
very apt to occur in the early stages. If as Bux- 
ton (7) recommends, chloroform is never adminis- 
tered stronger than two per cent (by volume) such 
deaths can be avoided, a dosimetric method 
of administration is obviously a necessity. 

All trace of cyanosis must be absolutely avoided 
when using chloroform, as Sherrington and Sow- 
ton (6) have shown that oxygen-want intensifies 
the action of the same tension of chloroform on the 
heart and other tissues and that the depression 
so caused is more difficult to remove. 

As yet we do not know whether or not the 
dosimetric method will render delayed chloroform 
poisoning less likely to occur. Clark (11) states, 
without reference, that experimental work has 
shown that chloroform is even more likely to cause 
delayed poisoning in pregnant dogs and cats than 
in non-pregnant individuals. 

Using an accurate dosimetric method and with 
the avoidance of cyanosis, the question of delayed 
chloroform poisoning must be re-investigated. 


ETHER — DOSIMETRIC METHOD 


It is not necessary to adopt the dosimetric 
method of administering ether from the point of 
view of the safety of the patient, as is the case 
when chloroform is used. Its value is in teaching 
the anesthetist the potency of the drug; the degree 
of anesthesia that can be produced by various 
tensions; the time it takes to saturate the body 
up to the anesthetic tension of 50 mm., and, 
finally, that there is no appreciable alteration in 
the tension required caused by variation in age, 
sex, or chronic alcoholism (12). 

For the dosimetric administration of ether 
the apparatus devised by Karl Connell (13, 14) 
of Roosevelt Hospital, New York City, though at 
first glance it may appear complicated and im- 
practicable, is, as a matter of fact, very simple 
and easy to handle. It should always be used 
for intratracheal or for pharyngeal insufflation. 
When used in ordinary work it should be attached 
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to an air-tight mask and face-piece, such as is 
used in gas-oxygen-ether anesthesia. 

The accuracy of the Connell apparatus is very 
great, as has been shown by Boothby and Sandi- 
ford (17). It certainly does not vary more than 
3 mm. from the theoretical tension as shown by 
their experiments in which the tension delivered 
by the Connell apparatus was controlled by pass- 
ing the delivered mixture through a Waller gas 
balance. 

As there are three ways of stating the propor- 
tion of ether or other gas present in a mixture and 
as confusion occurs if one is not on guard to dis- 
tinguish these forms one from the other, it is 
necessary to refer to this in some detail: 

1. The proportion of ether may be expressed as 
percentage by weight; that is, 15 per cent by 
weight of ether and 85 per cent by weight of air; 
there is no justification for the use of this method. 

2. Or the same dosage can be expressed in per 
cent by volume; that is, 6.38 per cent by volume 
of ether vapor and 93.62 per cent by volume of 
air, both of course at the same temperature and 
pressure. Percentage by volume is the method 
usually adopted by the pharmacologists. 

3. Or, finally, it can be expressed in millimeters 
of mercury, representing a fraction of the baro- 
metric pressure. For instance, with a barometer 
of 760 mm. the volume per cent of 6.38 would 


mean 760 X 238 =48.5mm. On the other hand, 


at Colorado Springs with a barometer of 630 mm. 
a volume per cent of 6.38 would give a tension of 
only 40.2 mm.—a tension not sufficiently strong to 
keep the patient anesthetized. As the volatile 
anesthetics obey the well-known gas laws and 
form compounds with the protoplasm of the cells 
in a quantitive way, directly according to the 
tension of the anesthetic vapor, it is advisable to 
use that standard of expression which both repre- 
sents the action of the drug and also remains 
unaffected by barometric changes. 

Boothby and Sandiford (17) give the following 
table illustrating how the Connell apparatus, when 
calibrated in tension, adjusts itself to barometric 
changes, and, conversely, how it does not do so if 
calibrated in percentages by weight or percentages 
by volume. Set at the same point the apparatus 
would deliver according to the three systems of 
expression as follows: 

9.46% by wt.=3.91%by vol.=24.6 mm. at 630 
mm. and 21°, Colo. Springs (6000 feet). 
7-78% by wt.=3.18% by vol.=24.8 mm. at 780 

mm. and 21°, sea level. 

Connell (15) gives very interesting curves for 

the ether pressure required in the alveolar air, and 
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shows that in the preliminary stage an ether tension 
as high as 182 mm.can be administered with safety 
and that for the inductory period it must at least 
be over too mm. in order that the induction 
may not be unduly prolonged. After five minutes 
the curve falls and reaches 90 mm. in ten minutes 
when surgical relaxation becomes complete. Dur- 
ing the next half hour the curve scales downward, 
reaching a pressure of about 50 mm. in thirty or 
forty minutes. He shows that on this tension of 
50 mm. as a base, anesthesia can be maintained 
for men of every type for many hours without 
increasing or decreasing the depth of narcosis. 
The curve worked out by Connell has been care- 
fully checked by Boothby (12) and his investiga- 
tion confirms the curve as given by Connell. 
Boothby, however, believes it is distinctly safer 
to allow the inductory period to take fifteen min- 
utes and during that time not to force the ether 
tension materially above 1oo mm. Most of the 
latter’s investigations were made on patients 
on whom Prof. Cushing performed a cerebellar 
operation, thus necessitating a prone position 
with the head supported by a special rest. These 
operations frequently lasted three hours. The 
patients were carefully placed in the position in 
which they were to remain during the operation 
and the ether started. It was therefore necessary 
to so administer the anesthetic as to cause no 
excitement, struggle, or scarcely a movement on 
the part of the patient. To produce smooth 
motionless induction, it is necessary that the ether 
tension be only gradually brought up to roo mm. 
—a period of five or six minutes — maintained 
at this level for seven to ten minutes, and then 
gradually lowered to ‘the true anesthetic tension 
of 50mm. The time required for induction varies 
materially and depends on the size of the patient 
and the rapidity of the circulation as compared 
with the size of the body —the smaller the 
patient and the greater the volume of blood pass- 
ing through the lungs per minute the quicker will 
he be anesthetized and also the more rapidly 
will he recover on removal of the anesthetic. 
Although, for the reasons cited, patients are 
found to vary materially in the length of time 
required to saturate their bodies up to 50 mm. of 
ether vapor, yet no measurable difference in the 
final tension has been demonstrated. In the 
patients thus studied the anesthetic tension re- 
quired was the same, regardless of age, sex, or 
condition of chronic alcoholism. In regard to the 
influence of age, two cases were cited (12) in babies 
sixteen hours and nine months old, which re- 
quired the same ether tension of 50 mm. to main- 
tain anesthesia, though on account of the rela- 





120 


tively rapid circulation the saturation was quickly 
accomplished. It was likewise pointed out that 
the anesthetic tension could not vary with age 
because in the case of the baby sixteen hours old, 
had an operation occurred a few hours earlier, 
before parturition, the foetus would have been 
saturated up to the tension of 50 mm. requisite 
to narcotize the mother. It is well known that 
pregnant women can be anesthetized with safety. 

Morphine up to doses of 1/6 gr. cannot be demon- 
strated to have any effect on the anesthetic ten- 
sion of ether (12). 


ETHER — OPEN-DROP METHOD 


Largely through the influence of the Mayo 
clinic (31), the open-drop method of ether anzs- 
thesia with the use of a simple wire mask to pre- 
vent the wet gauze from lying directly on the 
patient’s face, has supplanted the various forms 
of ether cones. The use of the drop-method 
together with the realization that stertorous 
obstructive respiration, even if not of sufficient 
degree to produce cyanosis, can be avoided by 
the proper control of the air-way together with 
the administration of an even and not too con- 
centrated ether, has in the last few years greatly 
improved the results obtained by the exhibition 
of ether as an anesthetic. It is by far the best 
method for routine work. 

The question of the ether percentage obtained 
by the use of this method has been dealt with 
quite fully by Boothby (18). He has shown that 
small amounts of ether poured upon the mask 
will easily produce a tension of ether in the in- 
spired air sufficient to etherize a patient, provided 
the volume of air breathed by the patient does not 
exceed twenty liters per minute; if the volume of 
respiration is over twenty liters per minute, it is 
difficult and sometimes impossible for the in- 
experienced to produce a sufficiently high tension 
so that the patient is quickly etherized. He also 
pointed out that under such conditions the vapori- 
zation of the ether could be aided by alternately 
placing the warm hand of the administrator on 
either side of the mask, but in so doing care must 
be exercised not to hinder in any way the passage 
of air to and from the patient. 


ANZSTHETIC TENSION OF ETHER VAPOR 
AND THE LAWS GOVERNING DOSAGE 


The theoretical side of anesthesia is very well 
set forth by Meyer and Gottlieb (8). 

They emphasize the fact that (9) “a certain 
degree of saturation of the tissues with the 
anesthetic corresponds to every variation of the 
partial pressure of the gas in the alveolar air. The 
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depth of anesthesia is consequently at every 
moment dependent on the partial pressure of 
the anesthetic in the gas mixture respired. 

“From this law, first propounded by the 
French physiologist, P. Bert, follows the extreme- 
ly important conclusion, for the management of 
anesthesia, that the depth of narcosis and the 
danger thereof is not at all dependent on the 
absolute amount of the anesthetic which has 
been used, but upon the concentration of the 
anesthetic in the respired air. The control and 
modification of the degree of action, which with 
non-volatile drugs is attained by modification of 
the absolute size of the dose, is, during the ad- 
ministration of gases, attained by the modifica- 
tion of the concentration administered. Con- 
sequently in every moment of the anesthesia a 
sufficient dilution of the anesthetic with air is an 
essential condition.” 

That the depth of anesthesia is eventually 
dependent on the tension of the anesthetic in 
the inspired air is of course true; it is, however, 
immediately dependent on the tension of the 
ether in the central nervous system. Both Con- 
nell and Boothby have found that only slight 
variations, if any, occur in the anesthetic tension 
required by human beings whose central nervous 
system is not otherwise under the influence of 
drugs or toxemias. The divergent results of 
previous observers has been due to the fact that 
allowance was not made for the time requisite to 
bring about a condition of equilibrium in the ten- 
sion of the anesthetic in the central nervous 
system and the inspired air. 

Boycott, Damant, and Haldane (24) have stud- 
ied the rapidity of saturation and desaturation 
of the body for nitrogen up to a pressure of six 
atmospheres. According to their calculation, the 
body of a man would be half-saturated with the 
excess of nitrogen in twenty minutes; three- 
fourths saturated in forty-six minutes, etc., the 
pressure remaining constant. They also point 
out that the rate of saturation and desaturation 
would vary in different individuals according to 
the relative mass of blood and rate of circulation. 
In the same individual different organs would be 
more or less quickly saturated and desaturated, 
according to the proportional volume of their 
blood supply. 

The term “anesthetic tension” has been adopt- 
ed by Boothby (12) to express the value of the 
lowest partial pressure of ether vapor which, 
when continuously respired, will maintain an 
ideal surgical narcosis after equilibrium has 
been obtained between the tension of ether in 
the inspired air, alveolar air, blood, and tissues. 
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The experimental data given by Boothby 
“show that surgical narcosis is produced by a 
tension of 50 mm.— a higher tension produces a 
dangerously deep narcosis, and a lower tension, 
an inconviently light anesthesia.1 The percent- 
age saturation of the nerve-cell caused by any 
given tension of ether is not known. However, 
it can be assumed that the same degree of satura- 
tion is always produced by the same tension, and 
that eventually a correct dissociation curve can 
be determined as in the thoroughly studied re- 
versible reaction Hb+O,@HbO, in which the 
percentage saturation of the hemoglobin with 
oxygen is dependent on the oxygen tension to 
which the hemoglobin is exposed. 

“If such be the case, our conception of the theory 
of production, maintenance, and recovery from 
anesthesia can be rendered more complete by the 
following hypothetical formula. Let Mn repre- 
sent the molecules in the nerve-cell affected by the 
anesthetic, and let An represent the group of 
inhalation anesthetics. Then, substituting in 
the above hzmoglobin-oxygen equation, the 
reversible reaction Mn+An‘s MnAn is seen to 
take place. In this reaction, the percentage 
saturation of the Mn molecules in the nerve-cells, 
and, therefore, the depth of anesthesia, is 
dependent on the tension of the anesthetic vapor 
to which these susceptible molecules are exposed. 
The percentage saturation caused by ether at a 
pressure of 50 mm. produces that degree of cell 
inhibition that is necessary for ideal surgical 
anzesthesia. 

“The evidence here cited shows that there is 
little or no variation in the anesthetic tension of 
ether in different individuals. Clinical experience 
has proven that some patients require by the 
ordinary methods of anesthesia, more ether poured 
upon the cone than do others. The apparent 
discrepancy between these two facts can be 
accounted for by the following three factors: 

“Tn the first place, as the author explained in an 
earlier paper (18), there is a wide variation in the 
amount of air breathed by different patients. 
Therefore, varying amounts of ether must be 
poured upon the cone to bring the fluctuating 
amounts of air up to the same tension. When 
attempting to obtain the higher tensions in larger 
amounts of air, the waste of liquid ether is tre- 
mendous, just as the amount of fuel necessary to 
increase the speed of an engine above a certain 
point is great in proportion to the result obtained. 

“Secondly, the volume of blood flowing through 
the lungs per minute varies greatly, not only in 
different individuals, but at different times in 


' Unless sensory stimuli are blocked by the use of a local anesthetic. 


the same individual; further, the relative amount 
passing through the various organs will fluctuate 
from time to time. Accordingly, it is evident 
that the rate at which the brain, for example, 
becomes saturated or desaturated—that is, at the 
rate at which the patient becomes anesthetized 
or recovers therefrom—depends upon the amount 
of blood flowing between the lungs and the brain 
— assuming the alveolar ether tension to remain 
constant. At present we have no means of esti- 
mating changes in the circulation rate, and there- 
fore cannot calculate the exact value of this 
factor. That it is of considerable moment, how- 
ever, can be judged from the experiments previous- 
ly reported by the author, which showed that the 
rate of elimination of CO, was dependent not 
only on the volume of respiration, but also on the 
rate of blood flow (25). 

“The third factor is the possibility of a varia- 
tion in the rate of chemical reaction due to slight 
changes in chemical environment. On account 
of the well-known influence that environment 
exerts on the rapidity of chemical reactions, it 
seems quite possible that even small changes in 
acidity, viscosity, permeability, or temperature 
might affect both the rate at which the union 
between the ether and lipoid takes place during 
the period of saturation and also the rate at which 
dissociation occurs during desaturation on the 
reduction of the ether tension.”’ 


WARMING ETHER VAPOR 

The question of the necessity of warming 
anesthetic vapors has received considerable atten- 
tion of late years. Confusion has arisen from not 
differentiating latent heat, the heat needed to 
convert a liquid into a gas, and the specific heat 
— the heat required to raise the gaseous mixture 
of ether and air up to the body temperature. In 
dealing with inhalation anesthesia we are not 
concerned with latent heat because that is ac- 
quired from the surrounding air. The amount of 
heat required to raise the ether-air mixture from 
the temperature at which it is inspired to body 
temperature has been worked out by Boothby 
(18). His conclusions, based on experimental 
work, are that the loss of heat directly attribut- 
able to warming anesthetic vapors is negligible 
in comparison to that from the body surface. He 
deems it far more important and practical to pre- 
vent the temperature of the patient from falling 
by keeping him dry and warmly covered. 


NITROUS OXIDE-OXYGEN 
Crile (23) strongly advocates a nitrous oxide- 
oxygen anesthesia plus local anesthesia of two 
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kinds in all cases, one for immediate and the other 
for a later effect; in a considerable percentage of 
cases ether is also used to deepen the narcosis. 
The general anesthetic is administered by nurses 
of exceptional capability, especially trained for 
the purpose with great care, and who have had 
much practical experience. Using the principle 
of “anoci-association,” the mortality at Lakeside 
Hospital has been reduced from 4.3 per cent in 
1908 to 0.8 per cent in the last 1,000 operations 
performed by Crile and his associate, W. E. Lower. 

In Crile’s clinic more attention has been paid 
to the refinement of the problem of anesthesia 
than in any other clinic in the world. In attempt- 
ing to apply this form of anesthesia elsewhere no 
details can be eliminated, and these consist on the 
part of the surgeon in careful, delicate operating 
with large incisions and avoidance of the use of 
retractors; the use of local anesthesia to prevent 
reflex hypertonicity of the muscles, thereby 
decreasing the amount of ether needed to producea 
deeper degree of anesthesia which otherwise would 
be necessary; and on the part of the anesthet- 
ist, training and skill so that cyanosis is prevented, 
a clear air-way maintained, and the proper mix- 
ture of nitrous oxide, oxygen, and ether adminis- 
tered. 

Straight nitrous oxide-oxygen anesthesia with- 
out local anesthesia and without ether as recom- 
mended by Prince (29) cannot produce, except 
in a small percentage of cases, the ideal and safe 
anesthesia as represented by Crile’s complete 
technique with a highly trained team. 

The mechanical difficulties of nitrous oxide- 
oxygen-ether anesthesia have been overcome by 
the use of the principles pointed out by Cotton and 
Boothby (16) and later adopted by Gwathmey 
and Woolsey (26), A. H. Miller (27), and others. 
These principles are: (1) Reduction of the pres- 
sure of nitrous oxide and oxygen to an easily con- 
trolled pressure of about 25 lb. to the square 
inch; (2) a visible method of estimating the rela- 
tive proportion of each gas being administered; 
(3) easy addition of ether in appropriate amounts; 
(4) exclusion of air; and finally, (5) maintenance 
of an absolutely free air-way. 

The desirability of nitrous oxide is increased as 
the necessity for ether is diminished. This factor 
depends on the surgeon and requires the adapta- 
tion of the technique used by Crile, which allows 
the use of a lighter zone of anesthesia. This 
point will presently be discussed more fully. 

Several instances of threatened coma and one 
case of death in coma (30) in patients suffering 
with diabetes have come to the author’s attention, 
following nitrous oxide anesthesia. Whether or 
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not the nitrous oxide was administered in such a 
way that cyanosis and oxygen-want also occurred, 
is not known. At all events there seems little 
justification, as yet, for the acceptance of the idea 
that nitrous oxide is absolutely harmless to the 
kidneys, as some writers and as the manufacturers 
of nitrous oxide claim. 


SYNERGISM 

Fuhner (28) has suggested the term synergism 
to denote either the one-sided or the reciprocal 
augmentation of the action of one drug by that 
of another. The synergistic action of morphine, 
nitrous oxide, and ether has been long recognized 
in a qualitative way. Crile’s (23) technique is 
the practical application of this phase of pharma- 
cology; he, however, goes even further and by the 
use of local anesthetics renders it possible to use 
surgically a less profound general narcosis than 
would otherwise be necessary. 

From the work of Crile, previously referred to, 
it is evident that the skillful application of the 
synergistic action of certain narcotics—general 
and local—has brought about an unequaled mor- 
tality record. In explanation of his results Crile 
has advanced the theory of anoci-association. 
However, to many of those familiar with the laws 
governing the absorption and distribution of 
anesthetic gases and the probable tensions of 
such gases requisite to produce narcosis under a 
synergistic method of administration, it seems 
more satisfying to adopt a working hypothesis 
based on definite demonstrable facts in pharma- 
cology, rather than on the more abstruse and less 
clearly defined data of anoci-association. 

Connell’s preliminary tensions of nitrous oxide 
and ether, that he has found necessary for produc- 
ing complete surgical narcosis, agree very closely 
with some of the author’s unpublished calculated 
values. Connell finds that the following mixture 
will take care of any case: 

Nitrous oxide at a tension of 65020 mm. 

Oxygen at a tension of 8515 mm. 

Ether at a tension of 15+5 mm. 

Nitrogen at a tension of to*5 mm. 

Only a slight percentage change in the tension 
of nitrous oxide can be accomplished by decreas- 
ing the oxygen tension; as it is not safe to lower 
the oxygen tension below 70 mm., any increase 
in the depth of narcosis that is required can only 
be obtained by the addition of ether. An ether 
tension in excess of 20 mm. will rarely be needed; 
however, even if more than 10 mm. are required 
the character of the narcosis departs from the 
desirable nitrous oxide type and tends rapidly to 
become similar to a straight ether anesthesia. 
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The necessity for deepening the narcosis with 
ether can, however, be in part avoided by delicate 
operative manipulation but mainly by preventing 
the sensory stimuli from tending to awaken the 
patient; in other words, it is unnecessary to pro- 
duce in the central nervous system such a degree 
of cell inhibition as would be the case if those cells 
were continually receiving stimuli. 

It seems, therefore, that the explanation of the 
success of Crile’s technique, in so far as it con- 
cerns the anesthesia as distinct from the judg- 
ment and skill of the operator, is pharmacological 
instead of phylogenetic; that is, his method pro- 
duces less injury to the organism as a whole; 
first, by taking advantage of the synergistic 
action of several narcotics, using none of them in 
an injurious dosage; and, secondly, by decreasing 
the amount of cell inhibition needed by making 
use of a lighter zone of anesthesia through the 
avoidance of awakening stimuli rather than by the 
prevention of the “shock” or “exhaustion”’ 
that is assumed to be produced by these 
stimuli. 

Recently a new combination of narcotics has 
been tried; namely, magnesium sulphate and 
ether. Meltzer and Auer (19) have shown that 
rabbits which have received 0.6 gm. magnesium 
sulphate per kilo, a dose insufficient to narcotize 
normal animals, can be completely anesthetized 
by the administration of an ether tension in- 
sufficient to do soina control rabbit. Ina person- 
al communication Meltzer has informed the author 
that he and Peck are studying this question 
on human beings and that the results are very 
gratifying. 

If magnesium sulphate in small safe doses is 
found to mate-ially reduce the tension of ether 
required to produce narcosis in humans, and if 
the antagonistic effect of calcium to magnesium 
sulphate can likewise be adopted in surgical 
anesthesia, marked advance in our anesthetic 
methods may shortly occur. The awakening 
effect of calcium injected into a rabbit was very 
strikingly demonstrated at the annual meeting 
of the Physiological Society in Philadelphia by 
Gates and Meltzer (22). 


“ 


CENTRAL AND PERIPHERAL ACTION 
OF ANZSTHETICS 

Auer and Meltzer (20) have studied the effect 
of ether inhalation upon the skeletal motor 
mechanism and found, contrary to the general 
impression, that ether has a decidedly depressive 
effect on the peripheral nerves and muscles; they 
consider that ether, besides its undoubted central 
effect, is capable also of a curare-like action. 
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Githens and Meltzer (21) found, however, 
that the phrenic nerve and the diaphragm were 
distinctly less affected, “for after complete 
stoppage of the spontaneous respiration, indirect 
stimulation of the phrenic nerve as well as the 
direct stimulation of the diaphragm cause a 
fairly good contraction of that muscle. On the 
other hand, it is evident that the irritability of 
nerve and muscle lose a good deal in the course of 
ether anesthesia and that toxic action upon the 
peripheral respiratory mechanism begins at an 
early stage of the etherizacion.””. They conclude, 
“therefore, that probably the intoxication of the 
peripheral respiratory mechanism has some 
share in the early stoppage of the respiration by 
ether anwsthesia.”’ 

On the other hand, Githens and Meltzer found 
that chloroform practically does not affect the 
irritability of motor nerves. 
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McCardie, M. B., Blumfeld, Hewitt, Waggett, and 
Others: Discussion on Posture in Relation to 
General Anesthesia. Proc. Roy. Soc. Med., 1914, 
vii, Sect. Anesthesia, 39. By Surg., Gynec. & Obst. 

McCarDIE opened this discussion, stating that 
the importance of posture in general anesthesia can 
scarcely be overstated. Not striving to cover the 
whole ground, as done in such an admirable work as 
Hewitt’s, he analyzed various postures as affecting 
(1) respiration; (2) circulation; (3) nerves of ex- 
tremities; (4) muscles and joints; (5) viscera, as 
stomach, intestines, or kidneys. 

A sleeping child is a criterion for study and its 
general semiflexion of joints a hint for anesthesia. 
Operations on the upper part of the body suggest a 
higher position of head and shoulders than in opera- 
tions on the iower half. In brain cases an extended 


head-rest, and, for the prone position, elevating pads 
under the clavicles and iliac crests are necessary to 


relieve respiration. 

Throat operations demand a posture which favors 
exit of blood, i. e., lowered head. It may develop 
that intratracheal insufflation will make possible an 
upright position and yet avoid gravitation of blood 
into the trachea. The head extended over the end 
of the table is against the rule for semiflexion in spite 
of its favoring exit of blood. Sitting upright is a 
much discussed posture, one point being that the 
light degree of anesthesia allows it; another, against 
it, is chloroform with its alleged danger of syncope, 
though some claim exemption from experience of 
this. The semirecumbent posture is condemned. 
The danger of bracheal paralysis from extended arms 
is evident. Operations on the lung and pleura de- 
mand careful attention so as to give the good lung 
the utmost freedom. 

The Trendelenburg position is one involving many 
considerations and much difference of opinion based 
on conditions present in the cases discussed. It is 
the position in health assumed for easy breathing. 
More bronchitis was found after it. Pneumonia 
was more common, also pulmonary embolism, but 
here the flexion of legs was a factor to consider in the 
consequences. In eight cases of ether and eight of 
chloroform almost no urine appeared in the bladder. 
Aphasia and hemiplegia followed in one case; in 
another, death upon raising a patient with valvular 
disease of the heart. In 1913, GATCH, GANN, and 
MANN reported a thorough experimental study of this 


position finding asphyxia more fatal in it than in the 
horizontal. In conclusion, it should be tolerated 
as little and for as short a time as possible and with 
the legs in a position of ease: never in organic dis- 
eases of the heart, lungs, arteries, or kidneys, nor 
in obesity. The joints suffer from constrained posi- 
tions more than is realized, as Goldthwait has 
pointed out. This indicates attention to the “ posi- 
tion of ease” for joints in any posture. The 
lithotomy position must not be extreme, to protect 
respiration and the joints of the back. 

The post-operative posture should be a natural 
one as in sleep; for persistent vomiting after recovery 
the sitting posture may relieve, helping the stomach 
to empty itself naturally; or, for that dreadful condi- 
tion, dilatation of the stomach, the prone position 
is helpful, even having restored one in ‘‘ extremis.”’ 

BLUMFELD rallied to the defense of the Trendelen- 
burg position under chloroform for shock, and 
pointed out that the sitting position is dangerous 
under a deep anesthesia when not under a light. 

Hewitt also showed some advantage in the 
Trendelenburg position for shock, the embarrass- 
ments therefrom being due to obstructed air-way and 
usually removable. The head-down position in 
transferring patients after operation is bad, the 
lateral being desirable. 

WAGGETT advocated the sitting posture for nose 
and throat cases as helping the surgeon and not 
harmful for the patient, the anesthesia not being 
induced after an initial low posture of course; the 
anesthesia moreover being a light one. HARMER, 
on the other hand, advocated the lateral position for 
nose and throat cases. FRANK W. PINNEO. 


Gwathmey, J. T.: Oil-Ether Anesthesia. \V. Y. 
M. J., 19134, xCix, 211. By Surg., Gynec. & Obst. 
Gwathmey refers to the infancy of anesthesia as 
still shown by our limited knowledge of a great 
number of substances having some anesthetic 
property; for there are nearly a thousand of them 
and we have adequate knowledge of only about a 
dozen as anesthetics. 

Animal experiments to the number of about 
twenty-four were performed to ascertain the value 
of ether as an anesthetic when introduced by 
rectum. The solution first used was about 500 
ccm. of 5 per cent ether in normal salt solution. 
Ether in oil was then substituted, the oil preventing 
irritation and holding the ether in solution, while 
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the ether, by the change from liquid to gas in the 
rectum, checks both evaporation and absorption, 
thus regulating the dose steadily. Another regulat- 
ing factor is the fact that the elimination of ether 
from the lungs is faster than the absorption from 
the rectum. Experiments on various oils for the 
purpose were made and carron oil chosen because 
it parts with its oil in about one-fourth the time of 
other oils. 

Experiments were made on dogs, with various 
proportions of olive oil and ether resulting in the 
adoption of a solution of from fifty to seventy-five 
per cent ether, according to the age and size of the 
individual; the quantity used to be about one ounce 
to every 20 pounds of body weight. The injection 
is made all at once, following a preliminary hypo- 
dermatic of morphine and atropine and a rectal 
injection of five to twenty grains of chloretone, the 
rectum being clean. When the operation is finished 
or in case the dose proves too much, the oil-ether 
mixture may be withdrawn by a pair of small rectal 
tubes inserted. In conclusion, an irrigation with 
cold soapsuds follows and, finally, 2 to 4 ounces of 
olive oil are introduced and then a pint to a quart of 
cold water. Recovery of consciousness comes in 
fifteen to thirty minutes. 

Safety governed the earlier work on human 
beings and the lower percentages of ether were 
insufficient for a surgical anesthesia in some, while 
in others supplementary ether by inhalation was 
needed. Now, by the above method, results nearly 
ideal in every respect are assured. No rectal 
troubles ensue. Further development is directed 
in three ways: (1) as a distinct method; (2) with 
an inhalation method—gas, ether, or chloroform; 
(3) with a local anesthetic, thus broadening the 
field of local anzsthesia. FRANK W. PINNEO. 


Gwathmey, J. T.: The Technique of Oil-Ether 
Colonic Anesthesia. N.Y. M. J., 1914, xcix, 
630. By Surg., Gynec. & Obst. 


For this method of anesthesia the apparatus is a 
long rectal tube, a clamp for it, a glass funnel, and 


a Lockwood tube. Preparation consists of clearing 
the rectum by castor oil and enema, chloretone, five 
to ten grains, in ether and olive oil by rectum, 
morphine one-quarter grain with atropine one 
one-hundredth grain, hypodermatically, and, 
finally, ether, seventy-five per cent in olive oil, 
injected by gravity into the rectum, the quantity 
about one ounce for each 20 pounds of the patient’s 
weight; i. e., 8 oz. for an average adult of 160 pounds, 
taking one minute for each ounce, the patient in the 
Sim’s position. Unconsciousness may be expected 
in five minutes and anesthesia in about ten more. 
Care to maintain a free air-way for breathing is 
very important, as in any anesthetic. Supplemen- 
tary ether inhalation may be required for induc- 
tion. At any time the residual oil-ether in the 
rectum can be removed by lowering the funnel 
tube, and at the end of the operation, beside this, 
cold soapy water is injected by this tube and re- 
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turned by the other introduced alongside, and final- 
ly, a pint to a quart of cold water is left in. Re- 
flexes remain active, and stertor and puffing of 
the lips are not allowed. Caution is urged against 
signs of too profound an anesthesia and against 
the danger that the simplicity of method may be a 
snare to the unwary. FRANK W. PINNEO. 


Boothby, W. M. and Sandiford, I.: The Calibra- 
tion of the Waller Gas-Balance and the Connell 
Anesthetometer. J. Pharmacol. Ex. Therap., 
1914, V, 360. By Surg., Gynec. & Obst. 


The calculations necessary for calibrating the 
Waller gas-balance for ether are given in detail. 
Tables are appended to simplify the corrections 
needed for variations in barometer, temperature, 
water, vapor, and alcohol content of ether. It is 
probable that the corrected tension is accurate to 
within +o.2 mm. 

By means of the Waller gas-balance, thus cali- 
brated, the Connell anesthetometer has been tested 
and it has been found that the tension of ether 
delivered by the apparatus was on the average 2.1 
mm. too high, the maximum error being +3.3 mm. 
The Connell apparatus adjusts itself to atmospheric 
conditions if the ether delivery is expressed in 
tension and not in percentages. 


Boothby, W. M. and Peabody, F. M.: A Compari- 
son of Methods of Obtaining Alveolar Air. 
Arch. Internal Med., 1914, xiii, 497. 

By Surg., Gynec. & Obst. 

As a result of an extensive comparative study of 
various methods for obtaining the tension of gases 
in the alveolar air, with especial reference to the use 
of these methods in clinical work, the authors have 
arrived at the following conclusion: 

The Haldane method gives results which ap- 
proximate closely the average gaseous composition 
of the alveolar air. It is the most reliable and 
accurate method when used on intelligent and 
experienced subjects. The necessity, however, of 
obtaining very deep and forcible expirations limits 
its usefulness when working with untrained or sick 
persons. 

The Lindhard method and its modifications give 
values analogous to those of the Haldane method. 
The method has the advantage, however, of not 
requiring such deep expirations as the Haldane 
method. The technique of taking the samples is, 
however, much more difficult for the observer. 
In certain types of pathological cases, notably in 
unconscious or very sick patients with a large alveo- 
lar ventilation, thé method is useful and the tech- 
nique simple. 

The Plesch method gives values for the carbon 
dioxide tension which are higher than those ob- 
tained by the Haldane and Lindhard methods. 
Successive determinations give sufficiently constant 
values. The technique of the method both for the 
observer and for the subject is so simple that the 
method is especially useful for routine clinical work. 
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SURGICAL INSTRUMENTS AND APPARATUS 


Sinclair, D. A.: A Retro-Urethral Cystoscopic 
Guide for External Urethrotomy. JN. Y.M.J., 
1914, XCix, 677. By Surg., Gynec. & Obst. 

In order to obviate the difficulties of external 
urethrotomy without a guide, Sinclair has assembled 
the following instruments: a trocar and cannula 
(15 French) three inches long; a straight observation 
cystoscope (12 French) five inches long; a Herzfeld 
eustachian catheter (12 French) with spiral end and 
filiform bougie to fit catheter. 

The technique is as follows: Under local or general 
anesthesia with the bladder full of urine or filled 
with boric solution from a pressure syringe with the 
patient in slight Trendelenburg position the trocar 
cannula is plunged, slightly antero-forward, into 
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Bloodgood, J. C.: Carcinoma of the Lower Lip; 
Its Diagnosis and Operative Treatment. Surg., 
Gynec. & Obst., 1914, xviii, 404. 

By Surg., Gynec. & Obst. 

In the Surgical Pathological Laboratory of the 
Johns Hopkins Hospital between the years 1892 and 
1913 the records of 200 cases of lesions of the lip 
have collected. Of these 15 are distinctly benign, 
and all have remained well since the excision of a 
\-shaped piece of the lower lip including the lesion. 
These lesions may be looked upon as precancerous. 
They are identical with the first local trouble on the 
lip as described by patients who come under observa- 
tion with cancer. There are 18 examples of malig- 
nant warts which represent the early stage of cancer 
in a wart: 17 of these patients were permanently 
cured by complete local excision of the cancer. It 
seems unnecessary at this stage of the disease to 
remove the lymphatic glands of the neck. In 167 
cases the lesion was a fully developed carcinoma. 
Among these there were but 5 examples of car- 
cinoma basocellulare (Krompecher). Among these 
167 cases, in 29 the disease, on account of its local 
infiltration, glandular or bone involvement, had 
become inoperable — about 12 per cent. 

The author shows that the local propaganda of 
education has increased, in the past five years, the 
per cent of benign lesions from 4 to 18, and has 
decreased the inoperable cases from 18 to 8 per cent. 

The investigation of the end-results of all cases of 
the fully developed carcinoma of the lower lip in 
which five years or more have elapsed since opera- 
tion demonstrates that the glands below the jaw 
should always be removed. When only the lesion 
of the lip has been excised there have been 37 per 
cent of late recurrences in the glands of the neck. 
Operations at this stage rarely accomplish a cure, 
perhaps in only 20 per cent of cases. 
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the bladder one inch above the pubic symphysis. 
After removing the trocar and irrigating the bladder 
through a soft catheter the bladder is filled with 
boric solution, the cystoscope introduced through 
the cannula and the internal urethral meatus located. 
After placing the cannula in proper position the 
eustachian catheter is substituted for the cystoscope 
and the urethra catheterized down to the urethrai 
stricture. The patient is then put in lithotomy 
position for a perineal incision down to the catheter, 
whereby the urethra is opened for perineal drainage 
and the stricture field eradicated, the suprapubic 
puncture closing without drainage. The author also 
shows a modification of the cystoscope so that the 
internal urethral mouth may be catheterized with 
a flexible metal bougie under direct vision through 
a catheterizing instrument Cuas. E. Barnett. 


HEAD AND NECK 


When the operation consisted of the removal of the 
lesion on the lip and of the glands of the neck, and 
when they have shown no metastasis under the 
microscope, 95 per cent have remained wells when, 
however, the glands did show metastasis only 50 
per cent were cured. 

The investigation also discloses the danger of any 
method of treatment of the disease on the lower lip 
which fails to cure the local lesion or to remove the 
glands of the neck. While the per cent of cures in 
the three primary groups are respectively 63, 95, and 
50 per cent, it falls in the recurrent cases to 20, 60, 
and 20 per cent, respectively. In all forms of 
cancer the two factors over which we have control 
are the duration of the disease and its surgical 
treatment. To increase the number of cures of 
cancer of the lip people must be educated to the 
potential dangers of the smokers’ burn at the 
mucocutaneous border of the lip, of unhealed blisters 
and ulcers and all wounds, of warts and any area of 
irritation. If such a lesion does not disappear 
spontaneously within a month, it should be excised 
with a margin of healthy tissue. The piece should 
be promptly subjected to microscopic examination 
and if carcinoma is present the operation upon the 
glands of the neck should follow. 

The author also describes in detail a method of 
removing the glands of the neck which promises 
better results in cases in which the glands are 
involved. 

Comparative Table of Results in Cancer of 
Lower Lip, as Ascertained in 1908 and 1913 in the 
Surgical Pathological Laboratory of the Johns 
Hopkins Hospital and University: 


TOTAL 
Benign lesions.......... 15 6=4% 
Malignant warts........ 18 15 
Cancer totals...........167 120 
Operable. ..... .138 103 
Bone involved.......... 10 8 
Inoperable... . . 19 18 


1908 
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This table shqws that the local propaganda of 
education has increased the benign lesions in which 
there are 100 per cent of cures from 4 to 18 per cent, 
and decreased the hopeless or inoperable cases from 
18 to 5 per cent. 

The period 1908 represents 19 years — from 1889; 
the period 1913 — five years. 

Table of Per Cent of Cures in the Operable Cases 
of Cancer Up to 1908: 

Primary 
Local 
Recur- Total Recur- 
rence rence 
7=63% 1 5 ( 3 


-——Recurrent ——~+ 


Excision of Local 


Total Cured Cured 
Lip lesion 
Lip and glands— 
No metastasis.... 21 
Metastasis....... 12 


20=95% I : ( 2 
6=50% 1 4 


Totals 33=75% 3 IS 5=33% 9 


This table shows that any previous treatment of 
the little lesion on the lip which is not effectual 
reduces the chances of a cure from a later proper 
operation from 75 to 33 per cent. 

In cancer of the lip the glands of the neck beneath 
the jaw should always be thoroughly removed. 
The probability of their involvement is at least 36 
per cent. 

We know that X-ray has no effect on metastatic 
glands in the neck, and we have no data to indicate 
that radium will be any more effectual. There- 
fore, granting that X-ray or radium may now and 
then cure the lesion on the lip, the patient still runs 
the risk of metastasis to the glands. It is, therefore, 
a very dangerous treatment to employ X-ray and 
radium for any operable cancer of the lip. 

Of the 18 cases of malignant warts which are not 
included in the above table, 17 have been cured: 
15 of these are five-year cases. 

Table Showing the Duration of the Disease in 
Lesions of the Lower Lip Before Operation: 


RES ee re eee oe 
3 to 6 months ~~ 


SII ic5.5.5.0.0 nia nana aaareninises tn lsne oeeoe 

12 to 18 months 

18 months to 2 years 

2 to 3 years 

eT i.e 'a fala a dos Sa BS Bebb at aNO GS WLR A Rina Shop eidede siete 
5 years and over 


PII. 5 oa 2h oh to pe aa esdiawhialtewawas 


This table shows the necessity of a propaganda of 
education. In only 11, or 7 per cent of cases, have pa- 
tients sought advice for the little lesion on the lower 
lip at the most favorable period — within the first 
three months of its existence. There is really no 
necessity for the delay of even three months, be- 
cause within this period metastasis to glands has 
taken place in 2 cases, one of which has been cured. 

Of these 11 patients, 10, or ot per cent, are well. 

The lesions in these 11 cases were as follows: 3 
benign — all well; 2 malignant warts — both cured; 
6 fully developed cancers: in 4 of these the glands 
showed no metastasis, and these patients are well; 
in 2 the glands showed metastasis: the patient whose 
glands were removed at the first operation is well; 
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in the second patient the glands were not removed 
as they should have been at the first operation, and 
this patient died of cancer of the glands of the neck. 

The per cent of cures, therefore, in the 6 cases of 
cancer in which the lesion had been present 3 months 
or less, is 83 per cent as compared with the average 
of 75 per cent in all cases. The per cent of cures in 
the 4 cases of cancer without metastasis to the glands 
is 100 per cent, as compared with 95 per cent in all 
cases without metastasis to the glands. 

Had the glands been removed at the primary 
operation in this one case, the chances are that the 
per cent of cures in this group would be roo per cent. 

This gives the facts in a nutshell. Patients with 
little lesions of the lip who submit to the simple 
operation at least within three months of noticing 
the lesion should have 100 per cent chances of a cure, 
if the surgery is thorough. We have no available 
evidence that any other method of treatment prom- 
ises results which can compare with these. 

The two factors over which we have control are 
the duration of the disease and the treatment. It 
should not be a difficult matter to educate the public 
to both. 

The etiological factors in cancer of the lower lip 
are: Burns from smoking, wounds from teeth, irri- 
tation from carrying nails and other foreign mate- 
rial between the lips, unhealed fever blisters, cracks, 
and chaps. The little lesion can always be imme- 
diately seen and felt. Pain is usually absent. 
When the lesion is first observed smoking should 
cease, the teeth should be put in order, the habit of 
biting the lips or carrying foreign material between 
them corrected; the little lesion should never be 
touched with caustics, or picked. If it does not 
heal within three weeks, it should be excised. This 
can be done under local anesthesia without pain or 
mutilation. The lesion should be excised with a 
good margin of healthy tissue and subjected to 
microscopic examination, because it is possible that 
cancer may have developed, even within one month, 
although this is very unusual. 

If cancer has developed, the glands of the neck 
must be removed. 

When this rule is followed in every case, no one 
should fear cancer of the lower lip. There will be 
no mutilation, and even the danger of the operation 
on the glands in the hands of a competent surgeon is 
negligible. 


Duval, P.: Preservation of the Upper Branches of 
the Facial, in the Total Removal of the Parotid 
for Other Diseases than Cancer (Conservation 
des rameaux supérieurs du facial dans 1’extirpation 
totale de la parotide en dehors du cancer). Rev. de 
chir., 1914, xlix, 132. By Journal de Chirurgie. 


The surgeon often performs a limited operation 
in removing tumors of the parotid gland because of 
the fear of facial paralysis. It is only the eye com- 
plications that are of any real importance, so that if 
the branches supplying the eye can be avoided the 
extirpation can be made more radical, and recur- 
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rence more surely avoided. Duval has succeeded 
in doing this in two cases. 

The facial nerve penetrates the gland, dividing it 
into two layers, the lower one of which is very thin. 
The facial should be found at its exit from the skull 
and the upper (fronto-palpebral) branch followed 
to the posterior superior angle of the parotid. To do 
this it is necessary to section the mastoid, and 
sectioning the posterior belly of the digastric makes 
it easier to find the nerve and pass behind and 
below the deep lobe of the gland. The cervicofacial 
branch is cut at its origin and also some of the lower 
fibers of the upper branch, only those fibers being 
spared which control the eye. It is then easy to 
displace these fibers upward and to draw downward 
the thin layer of the gland that lies below the nerve. 
This is seized with forceps and drawn downward and 
forward with the rest of the gland. J. Oxrnczyc. 


Vincent, E.: Treatment of Fractures of the Base of 
the Skull by Early and Systematic Trephining 
with Opening of the Dura Mater and Menin- 
geal Drainage (Du traitement des fractures de la 
base du crane par la trépanation précoce et systéma- 
tique ave ouverture de la dure-mére et drainage mén- 
ingé). Rev. méd. d’ Alger. 1913, I. 

By Journal de Chirurgie. 

Vincent, who has previously published his ideas 
as to preventive systematic trephining in fractures 
of the skull, now reports 15 new cases operated on, 
only four of which ended in death. With the 8 cases 

of recovery published previously he now has 23 

cases with 4 deaths. The deaths have always 


followed the traumatism very quickly, being due to 
cranial dislocation, severe injury to the brain, or 
contusion of the medulla. 

It is impossible to cure all patients who have 
fracture of the base of the skull; there are injuries 
to the nervous system that make death inevitable 


whatever the treatment. There must, therefore, 
be some mortality; but Vincent’s statistics show that 
where the injury to the brain is not irreparable 
this treatment brings recovery. The best proof 
of this is that the patients who survive the first 
accident do not die miserably as they formerly did 
after 8 to 10 days from meningo-encephalitis be- 
cause the operation overcomes hypertension and 
avoids infection. Leaving out the 4 cases where 
death was inevitable there remain 9 cases of recovery 
after trephining. Vincent maintains that this num- 
ber of successful cases without meningo-encephalitis 
shows that the rational treatment by early and 
systematic trephining with meningeal drainage 
should be continued until statistics are produced 
to show that fractures of the base of the skull can 
be cured by simple lumbar puncture or by the 
expectant treatment. J. Dumont. 


Tooth, H. H.: The Indications for Surgical Treat- 
ment in Intracranial Tumor. Practitioner, 
Lond., 1914, xcii, 487. By Surg., Gynec. & Obst. 


In analyzing 497 cases of brain tumor with a 
view of determining what the average survival 
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period was, they were found to fall naturally into 
those with and those without post-mortem verifica- 
tion. They may be viewed from the standpoint of 
situation and nature of growth, but all consideration 
of inaccessible tumors and tumors of the pituitary 
body have been omitted. 

Forebrain tumors offer no serious surgical dif- 
ficulty as to site, the casualties being common to 
extensive removal of bone in any part of the cranial 
cavity. Of 161 forebrain operations, 21.1 per cent 
died within 30 days, nearly half of these within 24 
hours. Of the tumors that may be removed with 
some degree of assurance that recurrence will not 
result, are the endotheliomata, simple cysts, gum- 
mata, and a few of the gliomata. The endothelio- 
mata are the most favorable, and of 15 cases in the 
frontal region, 8 made good recoveries, and 6 of 
them are alive and well to date, 4 to 10 years after, 
the average survival period being higher than for 
any other class of new-growth. 

Sarcomata and carcinomata are only suitable 
for a decompression operation, while even tuber- 
culomata cannot be treated surgically without grave 
risk of tuberculous meningitis. The survival period 
in the operated gliomata cases averaged only 12.7 
months from operation, as compared with those 
running a natural course from first symptom to 
death at 10.1 months. Of 37 cases only 4 are known 
to be alive. The high mortality is due mainly to 
recurrences, and even though a successful removal 
undoubtedly affords relief, it must be remembered 
that the partial removal of an innocent type of 
glioma may result in a phase of activity very acute 
and more obviously malignant than the original 
growth. Decompression and exploration in the 
forebrain show a mortality even higher than that of 
the radical treatment, but this result affords no 
criterion of the value of decompression as compared 
to the radical operation, as the former have mostly 
been performed upon the worst cases or have been 
two-stage operations, the patient not surviving the 
first stage. 

The results of operations on the cerebellum are 
generally unsatisfactory, the gross mortality being 
in favor of decompression and against the radical 
treatment. 

The results of surgical treatment of the extra- 
cerebellar group are disappointing in the extreme. 
These non-infiltrating, almost innocent tumors 
should lend themselves most successfully to opera- 
tion, while the position of the tumor pressing on the 
medull% renders operative interference imperative. 
But sudden relief of pressure upon the vital centers 
is followed by cedema, increased vascularity, and 
probably hemorrhage. The most that seems justi- 
fiable is to relieve pressure by free craniotomy, 
followed by decompression after as long an interval 
as possible. 

The conditions which indicate the necessity for 
immediate relief, whether localization has been 
made or not, are referabie to rise of intracranial 
pressure, and suggest either a rapid phase of growth 
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or an internal hydrocephalus. These are: (1) 
Increasing swelling of the optic disc; (2) the grosser 
form of optic neuritis, particularly if there is a 
diminution of visual acuity; (3) increasing drowsi- 
ness, slow cerebration, and other mental states; 
(4) respiratory distress or disturbance of respiratory 
rhythm; (5) increase in the severity or frequency of 
convulsions or deepening paralysis; (6) unbearable 
headache. 

It is usual to operate in two or more stages, ac- 
cording to circumstances. The first stage is the 
craniectomy, with removal of ample bone, or its 
retention as an osteoplastic flap, suturing of the skin 
completing the first step. The degree of intra- 
cranial pressure may be gauged by the amount of 
pressure, and an idea of the consistency may be 
gained by the touch. The site of operation will be 
determined by the localizing symptoms, but in the 
absence of these, craniectomy is best performed over 
the right parietal region. The larger number of 
fatalities occurred at any time from immediately 
to 14 days after. Most of them were due to shock, 
respiratory or heart failure. These dangers are 
most to be feared in the extracerebellar group, less 
in the intracerebellar, still less in the frontal and 
temporal, and least in the central region. 

The sequel of the first stage is often marked im- 
provement, dullness and drowsiness rapidly dis- 
appearing, headache ceasing, convulsions becoming 
less frequent, and paralysis even lessening. The 
best evidence of the lasting relief of pressure is the 
improved condition of the optic discs, which may 
vanish ina week. On the other hand, no relief may 
follow, and it becomes necessary to give further 
relief by decompression or, in special cases, by 
radical removal of the tumor. 

The second stage implies reopening of the skin- 
flap and incision of the dura. This is the critical 
moment in which the decision must be made, 
whether to leave matters as they are or to attempt 
removal of the tumor. If visible and highly vas- 
cular, its margins ill-defined, its consistency soft, it 
is almost sure to be a rapidly growing glioma or 
other malignant tumor, and is best left alone. If 
it is non-vascular, perhaps cystic, it again may be 
glioma, but quiescent, and should also be left alone, 
as removal will surely be followed by malignant 
activity. If the growth is firm and sharply de- 
limited, it is almost certainly an endothelioma and 
can be removed with safety. If the tumor can be 
felt but not seen it indicates a subcortical growth, 
practically certain to be a glioma, and should not be 
touched, but it is permissible to tap a gliomatous cyst. 

Post-operative shock is generally less frequent 
after the second stage, and the mortality is pro- 
tionately low. Slight sepsis of the flap is a serious 
danger and septic meningitis claims many. The 
future course of the case depends upon the behavior 
of the tumor itself. If it continues to enlarge or 
recurs, large hernial protrusions result, with perhaps 
a return of all former symptoms; and the patient 
lapses into a vegetative existence until death. In 
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the more favorable cases the patients lead useful 
lives, with little more than the discomfort of the 
hernia, for a term of years. E. K. ARMSTRONG. 


Thorburn, W.: Address on the Present Position 
of Cerebral Surgery. Med. Chronicle, 1914, lix, 1. 
By Surg., Gynec. & Obst. 

The author attempts to arrive at some general 
comclusions as to the final results of surgical inter- 
ference in epilepsy and cerebral tumors. In con- 
sidering epilepsy it must be remembered that al- 
most any operation may produce a temporary arrest 
of symptoms, and one must thus be certain that 
when a direct attack upon the probable focus of 
disease appears to have cured it, one is not misled by 
a mere lull in the symptoms. Cushing’s figures on 
58 cases are quoted, with 20.7 per cent of recoveries 
and 52 per cent improved. Rawlings refers to 20 
cases, 10 per cent being cured and 7o per cent 
markedly improved. 

The author’s series consists of 19 cases which he 
has followed for at least two years. Of these, 5 are 
completely cured and 6 greatly improved; or in 
other words, over a quarter have been successfully 
operated. The author advises that operation be 
limited absolutely to traumatic cases with a definite 
cranial lesion or focal symptoms, as he has never 
seen any benefit from operation for idiopathic epi- 
lepsy. Commonly, adhesions of the dura to the 
skull or of the cortex to the dura are found, some- 
times bony spicula, an osteitis, or cysts. He 
has never had any trouble with the cranial defect 
and never had to use any artificial covering. 

Four hundred and ninety cases of cerebral tumor 
are tabulated, and from these figures it may be 
assumed that operation was of little or no value 
or may have hastened the end in 37.9 per cent, while 
it has probably saved or greatly prolonged life in 
23.6 percent. In 38.3 per cent its value was doubt- 
ful. While a cure of less than 25 per cent is not 
very encouraging, it must be remembered that the 
great majority of cerebral tumors are malignant, 
and thus we are driven to the position that with 
our present resources cerebral surgery has to aim 
not so much at the cure of malignant disease as to 
the prolongation of life, the prevention of blindness 
and of intense headache. As in the case of epilepsy, 
mere exposure of the cerebral cortex is almost free 
from risk, whereas, deep operations upon the brain 
substance become very fatal, the dangers of ex- 
ploration being as great when the growth is not 
found. Early decompression is advised in every 
case of cerebral tumor, while anything else that may 
be done must be left to the opportunities of the 
moment in favorable cases. E. K. ARMSTRONG. 


Froment: Cerebral Surgery and Recent Discussions 
on Aphasia (La chirurgie cérébrales et les dis- 
cussions récentes sur l’aphasie). Lyon méd., 1914, 
Cxxli, 663. By Journal de Chirurgie. 

Before the work of Marie and the discussions 
before the Neurological Society (1908) it was held 
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that the language zone was on the left side in right- 
handed people and that it occupied all the convolu- 
tions around the fissure of Sylvius except the foot 
of the frontal and the ascending parietal, and that 
it comprised two parts: the posterior one, Wer- 
nicke’s zone, was the center of verbal deafness — 
first temporal —and of verbal blindness; the anterior 
one, composed practically of the foot of the third 
frontal, was Broca’s language center. In pathology, 
sensory aphasia was held to be due to a lesion of 
Wernicke’s zone, and motor aphasia to a lesion of 
Broca’s center. 

Total aphasia implied destruction of all the lan- 
guage zone. Marie and Montier agree that sensory 
aphasia is really due to a lesion of Wernicke’s zone; 
but they hold that motor aphasia cannot be con- 
sidered a lesion of the third frontal. They do not 
believe that the language center as described by 
Broca exists. Motor aphasia results from a lesion 
of the lenticular zone, a region comprising the 
lenticular nucleus and the convolutions of the 
island. The lenticular nucleus is a center of co- 
ordination; motor aphasia is a lack of co6rdination. 
However, the difference in the two anatomical 
conceptions does fot make any great difference in 
the surgical procedure. 

Froment gives the following rule for surgeons: 
Motor aphasia which affects the spoken and written 
word is due to a lesion situated more anteriorally 
than that for sensory aphasia. In a patient with 
aphasia a trephine should be made in the region cor- 
responding to the island, more especially its anterior 
extremity. The opening can then be prolonged for- 
ward or backward depending on the lesions found. 

G. CoTtTe. 


Lawroff, W.: Repairing Defects in the Dura by 
Transplantation of Fascia (Zur Frage des FEr- 
satzes von Duradefekten durch Transplantation 
von Fascie). Beitr. s. klin. Chir., 1914, 1xxxix, 466. 

By Journal de Chirurgie 

In 1913, Kirschner described 46 cases in which a 
defect in the dura was covered with transplanted 
fascia; the author adds 23 more cases from the 
literature and 4 new cases from the Obuchow 
Hospital at St. Petersburg. In 2 of these cases the 
brain symptoms appeared a long time after the skull 
fracture. In one case they were caused by a splinter 
of bone, in the other by adhesions between the 
surface of the brain and the skin, which followed an 
earlier operation for brain abscess. In both cases 
the defect was covered by fascia — fascia lata and 
fascia from the back. In both cases after the opera- 
tion there were no further brain symptoms. 

In the two other cases the skull fractures were 
recent. In the first case the brain substance had 
prolapsed; the defect in the dura was covered with 
fascia. No attacks followed the operation. In the 
second case there was also prolapse of the brain. 
The dura defect was covered with fascia. Five 
days after the operation epileptoid attacks occurred, 
and as a hematoma was discovered under the trans- 
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planted fascia it was removed. Fora while there 
were no more attacks, but three and one-half months 
later the patient appeared again, as the attacks had 
recurred. 

The course of this latter case caused the author 
to give up the use of fascia for covering defects in 
the dura in fresh fractures of the skull. From the 
published cases as well as from extensive experimen- 
tal work, the author expresses the belief that fascia 
is an excellent material for covering defects in the 
dura; the fascia takes well and without reaction, 
closes the subdural space hermetically and hinders 
not only the entrance of infective material from 
without, but the escape of brain substance. It also 
prevents hernia of the brain. But adhesions be 
tween the transplanted fascia and the brain sub 
stance are not always avoided. The formation of 
these adhesions is often explained by injuries to 
the brain during the operation, but adhesions are 
sometimes formed when there has been no injury 
to the brain whatever. Von Houst. 


Diller, T. and Miller, R. T.: The Successful Re- 
moval of a Tumor from the Frontal Region of 
the Brain. Am. J. MM. Sc., 1914, cxlvii, 550. 

By Surg., Gynec. & Obst. 

The first symptoms of the case were twitching 

movements in the epigastric region. After a time 

these also appeared in the left hand and arm; later 

the arm and left leg became weak. The picture was 

that of pure Jacksonian epilepsy in an otherwise 
healthy woman of 53 years. 


The operation was accomplished in two stages. 
At the first operation the tumor was located just 
anterior to the upper portion of the motor cortex 
and extended up to the mid-longitudinal sulcus, but 
on account of shock from loss of blood a closure was 


made. At a subsequent operation a few days later 
a tumor measuring 4.5 x 3.5 X 3 cm. was enucieated. 

The tumor was encapsulated and was diagnosed 
as a hamangio-endothelioma. 

Following the second operation the patient was 
paralyzed in the left arm, face, and leg. From this, 
she subsequently recovered and both arms and 
legs rapidly became stronger. EUGENE Cary. 


Walther, M.: Dermoid Cyst of the Inion (Kyste 
dermoide de l’inion). Bull. de lV Acad. de méd., 1914, 
Ixxi, 335. By Journal de Chirurgie. 

Walther has operated on two dermoid cysts of the 
inion. The first case was published in 1895 after 
having been presented before the Surgical Congress 
in 1893. A man of 34 had a fistula at the occipital 
protuberance, following the removal of an extra- 
cranial cyst. This fistula penetrated the skull and 
opened into a large intracranial cavity. The author 
made an extensive resection of the occipital bone 
and exposed the entire intracranial cavity, which 
was dermoid in character. He could not dissect the 
wall of the cyst, which was very thin. It has been 

21 years since the operation and the patient has 

never had any cerebral symptoms. 
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The second case, not previously published, was 
in a child of three. It had an ulcer a centimeter in 
diameter at the inion, following the incision of a 
swelling which appeared to be a cold abscess. Below 
the orifice there was a deep swelling which extended 
under the upper insertions of the muscles of the nape 
of the neck. Upon operation, after the fistula 
and the adjacent cavity were curetted it was found 
that this cavity communicated through a tolerably 
large opening with another intracranial cavity. A 
granular mass was dissected the size of a small nut 
made up of small lobulated tumors with grayish 
contents and fibrous nodules, which was located at 
the upper insertion of the muscles of the nape of the 
neck. An extensive resection of the occiput was 
then made, exposing the intracranial pocket, which 
was located superficially between the cerebellum 
and the occipital bone. The cavity was lined with a 
very thin smooth membrane which it was impossible 
to separate from the dura mater. Healing took place 
by second intention. Histological examination 
showed that the wall was dermoid in nature but with- 
out either hairs or glands. The extracranial tumor 
was made up of fibrous masses which had undergone 
angiomatous change in places. The patient when 
seen again thirteen years later showed a smooth, 
slightly depressed scar. Touching it caused a dis- 
agreeable sensation with irradiation to the thorax 
and a sensation of nausea. 

These two cases seem to confirm Lannelongue’s 
theory of inclusion. The immediate and late re- 
sults in these two cases show that it is possible to 


limit operation to extensive resection of the bony 
wall of the cystic cavity, leaving open the dermoid 
pocket, the edges of which unite with the cutaneous 


scar. CHIFOLIAU, 
Camus, J. and Roussy, G.: Hypophysectomy and 
Experimental Glycosuria (Hypophysectomie et 
glycosurie expérimentales). Compl. rend. Soc. de 
biol., Par., 1914, Ixxvi, 299. By Journal de Chirurgie. 
In a preceding note the authors made an experi- 
mental study of polyuria and polydipsia appearing 
after operations on the hypophysis. In this note 
they take up the question of glycosuria under the 
same conditions. They made a systematic study 
of the sugar in the urine of dogs before and after 
operation in which there were lesions or destruction 
of the hypophysis or the neighboring part of the 
brain. Their results were as follows: Absence of 
glycosuria in 30 cases of lesions or destruction of the 
hypophysis; absence of glycosuria also in 9 cases 
of lesions of the base of the brain in the region of 
the hypophysis; positive glycosuria in 6 cases of 
lesion or destruction of the hypophysis or neighbor- 
ing parts of the brain. This shows that glycosuria is 
an unusual phenomenon after operation on the 
hypophysis or neighboring parts, as there were only 
6 positive cases out of 45. Moreover, it is only tem- 
porary. Glycosuria is not always associated with 
polyuria, which is more constant. 
The authors believe that glycosuria after hypo- 
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physectomy is only a chance incident, like other post- 
operative glycosurias. It seems to depend less on 
partial or total suppression of the hypophysis than 
on injury of the nervous centers of the region, as is 
shown by the group of four positive cases out of six 
where there was a lesion at the base of the brain 
sufficient to provoke glycosuria. Prerre CRUET. 


NECK 


Barr, J.: On the Functions of the Thyroid, the 
Suprarenal, and the Pituitary Glands. Prac- 
tioner, Lond., 1914, xcii, 457. 

By Surg., Gynec. & Obst. 

As a result of the attention bestowed upon the 
ductless glands there are now some potent and 
extremely useful remedies, but a clear conception 
of the suitability of thyroid, suprarenal, and pitui- 
tary extracts should be had before they are used. 

Thyroid inadequacy was designated by Ord as 
myxcedema. It is about seven times more common 
in women than men, probably because overaction, 
which is so common in females, is apt to be followed 
by lessened function. In males the thyroid is less 
active, but the pituitary and suprarenal glands are 
much more so; hence the blood-pressure is higher, 
there is more retention of calcium salts, and arterio- 
sclerosis occurs earlier. Thyroid has proved of 
value in the incontinence of urine in children, in 
the troublesome micturition of the aged, in masto- 
dynia, and in cases of large prostate. Thyroid is 
of importance whenever one wishes to increase 
calcium metabolism; hence its value in arterio- 
sclerosis and hyperplastic conditions. 

There are an enormous number of cases of hyper- 
thyroidism without exophthalmos, enlargement of 
the gland, or marked nervous symptoms; but one 
may observe emotional and vasomotor disturbances, 
a warm, moist skin, active capillary circulation, 
high venous pressure, rapid heart action, increased 
reflexes, and even a slight muscular tremor. The 
urine may contain albumin and is associated with 
a lessened amount of fixed lime in the blood. In 
many cases there is an accompanying diminished 
action of the suprarenals with skin pigmentation 
and low blood-pressure. This increases the gravity, 
though the symptoms are not more marked, there 
being less cardiac stimulation and less palpitation. 
In hyperthyroidism there is a great difference be- 
tween the systolic and diastolic pressures, which 
means an inefficient circulation, and it is for this 
reason that suprarenal extract plays such an im- 
portant part. Barr believes that the soluble salts 
of calcium, combined with adrenalin, constitute the 
best remedy for this disease. Suprarenal and 
pituitary secretions help retain the lime salts in the 
tissues, but the latter should only be used when the 
blood-pressure is low and one believes the suprarenals 
to be inactive. As the improvement advances 
there may be found too much lime in the blood and 
tissues, with a slow, irregular heart action. In that 
case, intake should be lessened and elimination 
hastened with citric acid. 
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Antithyroid serum, thyrodectin and rodagen 
are all very expensive remedies, and the author has 
not been favorably impressed with their value. 
Belladonna, digitalis, and the X-rays have occasion- 
ally been found useful. 

The injection of adrenalin solution, 1:1000, into 
the pleural cavity prevents the reaccumulation of 
fluid after tapping, but it also favors the formation 
of adhesions. The author prevents this by injecting 
filtered air and paraffin. This permits the whole 
of the fluid to be drawn off without discomfort and 
prevents the rapid spread of mischief in tuberculous 
pleurisy. Though the secretions of the suprarenal 
and pituitary glands cannot be regulated, the high- 
pressure effects which they produce can be controlled; 
and furthermore, the secretion of the thyroid 
gland can be stimulated or decreased by their 
use. 

In the majority of cases Addison’s disease is due 
to caseation of tuberculous origin which is not amen- 
able to tuberculin treatment. The administration 
of adrenalin is of very little use in this condition, 
as it is readily oxidized and cannot be universally 
distributed to all the sympathetic nerves. To get 
a widely distributed effect it is best given very 
dilute with a large quantity of hypertonic sodium 
and calcium chloride solution. 


SURGERY OF 


CHEST WALL AND BREAST 


Quénu, E.: Early Involvement of the Glands in 
Cancer of the Breast (De l’adénopathie précoce 
dans le cancer du sein). Bull. med., 1913, xxvii, 1039. 

By Journal de Chirurgie. 


The axillary glands into which the lymphatics of 
the breast flow are invaded in cancer of the breast 
by colonies of cells from the mammary tumor. 
Surgeons have been trying for a long time to settle 
the question of the time at which this invasion takes 
place. As early as 1888, Delbet found from a study 
of the statistics and his own cases that in general 
the involvement of the glands is very early and that 
it exists before it is clinically demonstrable. 

In the present article Quénu shows by two of 
his own cases that involvement of the glands may 
precede the initial nodule of the breast; that is, that 
the glands may be easily palpable while the mam- 
mary nodule is still so small and insignificant as to 
escape detection or at least be doubtful. Clinically, 
the glandular involvement comes first, while the 
mammary lesion remains uncertain. Thus involve- 
ment of the glands of the axilla is not only early, 
but it is the sign which reveals mammary cancer. 

The practical conclusion to be drawn is that an 
affection of the axillary glands, hard in consistency, 
should be an object of suspicion if it is observed 
at about the age of 45 and if nothing in the general 
condition or the neighboring tissues gives a satis- 


133 


Excessive activity of the anterior lobe of the 
pituitary gland results in gigantism if occurring 
in early life. Later in life it results in acromegaly. 
This excess function is associated with increased 
sexuality in the male and amenorrheea in the female. 
Excessive action of the infundibular leads to in- 
creased metabolism and carbohydrate intolerance. 
The extract of this portion of the gland has a mar- 
velous effect in producing contraction of the in- 
testine and uterus, and thus is very useful in paresis 
of the bowel and in the so-called sapramia following 
parturition, in the latter shutting out further 
absorption. In diphtheria a combination of pitui- 
tary extract, adrenalin, and a calcium salt is useful 
in rectifying low blood-pressure and dilated heart; 
neurasthenia with dilated stomach and cold extrem- 
ities is often benefited. 

Defective action of the anterior lobe is associated 
with infantilism, and if there is an associated hy- 
pothyroidism, there may be also a cretinoid condi- 
tion. Infundibular insufficiency is accompanied by 
great carbohydrate tolerance and low blood-pressure, 
associated with such conditions as dystrophia 
adiposis genitalia, or adiposis dolorosa. Treatment 
of these cases is easily regulated by observation 
of the blood-pressure and by the freedom of the 
urine from sugar. E. K. ARMSTRONG. 


THE CHEST 


factory explanation of it. The same course should 
be taken as in a doubtful cancer of the breast; 
uncertainty is not permissible. J. Dumont. 


Nathan, M.: Early Diagnesis of a Neoplasm of the 
Breast by the Histological Examination of the 
Hemorrhagic Discharge (Diagnostic précoce d’un 
néoplasme du sein par l’examen histologique de son 
suintement hémorrhagique). Clinique, 1914, 38. 

By Journal de Chirurgie. 

Mintz recently called attention to certain neo- 
plasms of the breast, the symptoms of which were 
limited for years to a bloody discharge from the 
nipple. Nathan recently had a case of this kind 
and he was able to make the diagnosis by the 
histological examination of the discharge. 

A woman 4o years old, apparently healthy, had 
complained for several months of a bloody dis- 
charge from the left nipple. She had nursed several 
children, the last one 15 years before, but an abun- 
dant milk secretion had kept up since that time. 
By pressure on a certain point on the breast a 
brownish liquid was discharged, resembling in color 
the hemorrhagic effusion in cancer of the pleura. 
Examination of the nipple and palpation of the 
breast did not show any tumor. The axilla was 
free of glands. In spite of the negative symptoms 
the most probable diagnosis seemed to be cancer of 
the breast. Microscopic examination of the fluid 
confirmed this diagnosis, showing the presence of 
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abundant large and small polymorphous cells, 
isolated or in groups. There was no doubt of their 
neoplastic origin. 

These early bloody discharges are characteristic 
of intracanalicular papillary epitheliomas; their point 
of origin seems to be the galactophorous ducts. 

The above case presents the unique point of having 
originated in a gland with abnormally prolonged 
activity. The theory of cellular metaplasia is 
supported by this fact. The practical conclusion 


to be drawn from the case is the possibility of early 
cytodiagnosis. 


J. Dumont. 


Mercadé, S.: Tuberculosis of the Costal Cartilages 
(Tuberculose des cartilages costaux). J. de chir., 
1914, Xil, 159. By Surg., Gynec. & Obst. 

It has been generally held that tubercular ab- 
scesses of the wall of the thorax originate in the 
bone; that there was no such thing as primary tuber- 
culosis of the cartilages. Mercadé reports six 
cases in which there were tuberculous abscesses 
originating in the costal cartilages. The patients 
were men between 35 and 60 and one woman of 25. 
The abscess did not develop downward but worked 
forward through the interstices between the muscle 
fibers. 

The cases were successfully operated on by the 
following technique: 

1. In the first step it is absolutely necessary that 
the whole extent of the lesions be exposed, there- 
fore a skin flap should be traced large enough to take 
in the whole affected area. The point of origin of 
the lesion should be determined by pain on pressure. 
This should be the base of the flap. The incision 
should be begun in healthy skin and carried around 
the abscess 2 or 3 cm. from it and come up on the 
other side parallel to the first line. If instead of 
an abscess there is a fistula, its direction should be 
determined by a sound and the flap traced around it, 
with the base perpendicular to its point of origin. 
If it becomes necessary to enlarge the flap the inci- 
sion can be prolonged. The flap should then be 
dissected. In doing this, two things should be 
avoided — opening the abscess and perforating the 
skin. If the skin is adherent to the wall of the abscess 
it is better to open the abscess, protecting the neigh- 
boring tissues, and leaving the fragment adherent 
to the skin, rather than to perforate the skin in the 
attempt to dissect it or thin it to such an extent that 
it will be perforated by gangrene later. The dissec- 
tion should be continued beyond the adherent zone 
which should be curetted energetically and cauter- 
ized with zinc chloride. When the flap is completely 
dissected it should be turned back on its base and 
covered with sterile dressings. 

2. The second step consists of extirpation of the 
pocket of the abscess or fistula. In opening the ab- 
scess every precaution should be taken to protect 
the neighboring parts. It is best to open it with a 
large trocar and dry the pocket with compresses. 
The abscess should then be followed up until the 
original lesion is discovered. If it is a fistula a 
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sound in its lumen should guide the dissection. If 
the skin flap is not extensive enough it should be 
uncovered and the lateral incisions prolonged as far 
as necessary, and the flap dissected farther with the 
same care as before. 

3. The third step is resection of the cartilage. The 
lesion having been found the cartilage should be 
incised with a bistoury from before backward at 
a distance of 1 or 2 cm. on each side of it. When 
the fragment is separated it should be lifted carefully 
with the fingers, not with forceps which might crush 
the cartilage and injure the pleura. If several carti- 
lages are affected they should be removed separately, 
sparing the costal arch; but if the costal arch is it- 
self involved it should be removed, the piece to be 
removed being separated with the bistoury in each 
case before it is lifted up from the underlying tissues. 
The underlying tissues should be examined carefully 
and any suspected point removed, even if it is 
pleura. If the pleura is opened by design or acci- 
dent, the thorax should be compressed above the 
point and the pleura sutured with catgut. 

4. Closure and drainage of the wound comprises 
the fourth step. A drain should be left for two days, 
either at the angle of the incision or through an 
orifice made in the flap. Care must be taken to 
avoid a dead space in closing the wound. It is gen- 
erally sufficient after having sutured the skin to 
apply a tampon of gauze which will exert sufficient 
pressure to produce the desired result. If necessary 
a few sutures may fix the skin flap to the floor of the 
wound. They must be applied with care, remember- 
ing the nearness of the pleura. 

If the abscess is in the abdominal wall, especially 
under the rectus, which is the place to which it 
migrates most frequently, it is necessary to section 
the muscle. 

After the operation, if the operation requires the 
cutting into bone tissue, there will be a discharge 
first of blood and then of serous fluid. After the 
removal of the drain the dressing should be examined 
every two days to see if there is a discharge. If 
there is, the lips of the flap can be separated a little 
between two sutures and the fluid squeezed out and 
the wound redressed. This is seldom required more 
than once or twice at most. A. Goss. 


Potel: Sarcoma of the Scapula; Partial Resection 
of the Scapula with Preservation of the Shoul- 
der-Joint; Good Functional Result Two and 
One-Half Years after the Operation (Sarcome 
de lomoplate; résection économique de !’omoplate 
avec conservation de l’articulation de l’épaule; bon 
résultat fonctionnel deux ans et demi aprés l’inter- 
vention). Bull. et mém. soc. de chir., Par., 1913, 
XXXxix, 1588. By Journal de Chirurgie. 

The case reported was a sarcoma with fusiform 
cells about 7 cm. in diameter that had involved 
almost the whole scapula and the attached muscles 
and which Potel, contrary to the usual practice, 
treated by partial scapulectomy, sparing the whole 
shoulder-joint. This course seems to have been 
justified by the results, for at present—two and 
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one-half years after the operation—the patient has 
had no recurrence and has complete movement 
of the arm. 

QuENU believes in preserving the glenoid fossa, 
and if this is impossible, he thinks it best to fix the 
head of the humerus at the external end of the 
clavicle. 

Broca performed extensive resection for a 
myeloplaxoma of the spine of the scapula. These 
tumors can be differentiated from the osteosarcoma- 
ta by their clinical course as well as by the radio- 
graphic picture. They develop slowly and in the 
radiographic picture are easily distinguished from 
the bone and neighboring soft parts by their uni- 
form gray color. They should be simply excised 
when the region permits; otherwise they should be 
curetted out without its being necessary to fill up 
the cavity or perform a bone-graft, as Delbet, 
Walther, and others have advised. 

WALTHER said that in a case of resection of the 
radius for myeloplaxoma with bone-graft, recovery 
had been greatly hastened by the graft. As to small 
cell sarcoma he had only seen one case of recovery 
after partial resection, a case in the alveolar border 
of the jaw, where in spite of the limited resection 
there had been no recurrence more than two years 
after the operation. 

DELBET finds that filling up the cavity left by the 
removal of bone has considerable advantage. These 
cavities are painful to the patient, they suppurate, 
every dressing is torture, and they have to be dressed 
often. After they are filled they only need to be 
dressed rarely and the patients no longer suffer. 

SAVARIAUD agrees with Delbet that it is much 
preferable to fill the cavities. J. Dumont. 


Hirano, T.: Transplantation of Fascia to Cover 
Defects in the Wall of the Thorax (Dic ircie 
Fascientransplantation zur Deckung von Thorax- 


wanddefekten). Beitr. s. klin. Chir., 1913, Ixxxvii, 
238. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author describes experimental attempts to 
replace defects in the wall of the thorax in sucha 
way as to give sufficient firmness to prevent hernia 
of the lung and to avoid adhesions of its surface. 
Transplanted fascia lata was used in rabbits and 
dogs. In order to prevent adhesions of the surface 
of the lung to the transplant, a partial pneumothorax 
was left or induced by the introduction of nitrogen. 
Fifteen experiments were made. In 8 of them there 
was infection, but in spite of that fact the transplant 
took; in the 7 aseptic cases the fascia lived in the 
histological sense. There was complete lack of 
lung adhesions in 3 aseptic cases and tr infected 
rabbit case, and only slight adhesion in 1 infected 
and 2 aseptic cases in rabbits. There were broad 
superficial adhesions in two aseptic cases in dogs. 
The pleural endothelium had covered the internal 
surface of the transplant in a specimen 7 days old, 
and in a speciment 154 days old there was almost 
normal pleura formation. 


In this method, therefore, adhesions of the lung 
can be avoided if the course is aseptic and if by 
penumothorax the surface of the lung is kept from 
coming in contact with the transplant till the pleural 
endothelium has covered its internal surface. 

HELLER. 


Lenormant, C.: Chondrectomy to Mobilize the 
Chest Wall in Deformity of the Thorax (La 
chondrectomie mobilisatrice dans les déformations 
thoraciques accompagnées de troubles — respira- 
toires). J. de chir., 1914, xii, 145. 

By Surg., Gynec. & Obst. 

Freund believed that in tuderculosis and emphy- 
sema of the lungs the deformity of the thorax is 
often the cause, rather than the result, of the pul- 
monary disease, and therefore recommended resec- 
tion of the costal cartilages in the treatment. This 
has not proved practicable in tuberculosis, because 
it is of no benefit except in such an early stage that 
medical treatment is effective; in emphysema, how- 
ever, the operation has been performed about a 
hundred times with excellent results. 

There are other deformities of the thorax, how- 
ever, in which Lenormant believes the operation 
would be effective, such as those of scoliosis, rickets. 
ankylosis of the vertebra, and in the rather unusual 
congenital funnel-shaped chest when it is so marked 
as to cause displacement of the heart and difficulty 
in respiration. He cites only four cases in which the 
operation has been performed for these reasons. In 
two of the cases there was pigeon breast as the result 
of rickets with considerable shortening of the trans- 
verse diameter, and both patients had typical asth- 
matic attacks with more or less disturbance of respi 
ration during the intervals; one patient had a con- 
genital funnel-shaped thorax with shortening of the 
antero-posterior diameter, and one was a case of 
ankylosis of the vertebra, with flattening of the 
thorax. The two latter suffered from continual 
dyspnoea without any paroxysmal attacks. In all 
of them the thorax was so rigid that respiration took 
place only by the movements of the diaphragm. 

The technique of resecting the costal cartilages is 
so simple that it does not need description. ‘The 
only question seems to be as to how many should 
be resected and whether the operation should be 
unilateral or bilateral. The author believes the 
resection should be extensive, and contrasts the par- 
tial success in Meyer’s case, who resected only two 
cartilages, with the brilliant results in Klapp’s 
case, where the cartilages from the second to the 
eighth inclusive on both sides were resected. In all 
the cases the immediate results were satisfactory; 
mobility of the ribs became apparent on the operat- 
ing table and there was improvement in respiration 
and disappearance or decrease in the dyspnoea. 

The late results in Meyer’s case are not known; 
in Klapp’s they were excellent six months afier the 
operations, and in the other two there was great 
permanent improvement in the general condition, 
but the attacks of asthma continued, though they 
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were not so frequent nor so severe as before. One of 
these cases was operated on a second time, a pseud- 
arthrosis being established at the sternum, with 
marked improvement. The chief danger in the 
late results of the operation is the regeneration of 
the cartilages. In the author’s own case this took 
place in spite of the removal of the perichondrium and 
interposing muscle. The best means to prevent 
this is to keep up respiratory gymnastic exercises, 
and this is an essential part of the treatment. Sup- 
plemented in this way the author believes chondrec- 
tomy is of great value in deformed and rigid thorax. 
A. Goss. 


Leriche: Emphysema Treated by Freund’s Opera- 
tion (Emphyséme traité par l’opération de Freund). 
Lyon. med., cxxii, No. 1, 28. 

By Journal de Chirurgie. 

Leriche describes a case of emphysema with a 
dilated rigid chest in which Freund’s operation was 
unsuccessful, and discusses the causes of this failure. 

The patient was a man of 62 who had had emphyse- 

ma for a long time. Leriche resected the third, 

fourth, fifth, and sixth costal cartilages, but from 
an error in counting the second was spared, and 
it sufficed to keep the thorax as rigid as before. It 
is evident that this cartilage should also be resected 
which will probably produce the desired result. 

The interesting point is that in performing Freund’s 

operation the cartilages must be resected until the 

one is found that is the key to the thorax; as soon 
as it is resected the thoracic wall is mobilized. It 


is not always the same: in this case and another 
operated upon by Leriche it was the second which 


In a third case 
G. Corre. 


seemed to control the ankylosis. 
it was the third and fourth. 


Uffreduzzi, O.: Experimental Surgery of the Organs 
of the Mediastinum, Except the Heart (Con- 
tribution 4 la chirurgie expérimentale des organes 
du médiastin, le coeur excepté). Policiin., Roma, 
1914, XXi, 3. By Journal de Chirurgie 

In spite of the brevity of this paper it is difficult 
to give a brief abstract of it, because of the abun- 
dance of experimental facts that it contains. These 
experiments aim to demonstrate the lack of danger in 
intratracheal insufflation anesthesia by Meltzer- 
Auer’s method, and its advantages in numerous 
operations on the organs of the mediastinum. The 
author used Giordano’s apparatus and his experi- 
ments were performed on more than 300 dogs, with 
no death due to the anesthesia, although some of 
the operations lasted more than two hours. These 
experimental operations clear up some points in 
human surgery and will serve as a basis for further 
research. 

In collaboration with Giordano, Uffreduzzi has 
modified Roux’ technique for cesophago-intestinal 
anastomosis in case of stenosis of the cesophagus. 

The first stage is a lateral laparotomy; the jeju- 
num is sectioned 40 cm. below the duodenojejunal 
angle; the distal end of the intestine is brought for- 
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ward and sutured to the proximal segment about 60 
cm. below the point of section. The trunk of the 
jejunum is introduced under the skin of the thorax. 
Through its orifice the animal may be nourished, 
excluding the stomach. 

The second stage consists of another laparotomy 
and the opening of the intestine into the stomach. 
The two organs are already adherent or are placed 
in contact in the most favorable position. After 
that the food may pass through the stomach, or 
may be forced to pass, if wished, by obliterating the 
jejunum below the gastro-enterostomy. Only the 
anastomosis of the cesophagus with the jejunum 
remains. He operates by the thoracic route and 
performs an end-to-end anastomosis in the open 
mediastinum. The suture in two stages holds well; 
the vitality of the segment of intestine is preserved, 
provided it is not carried up further than a third of 
the thorax. This complex operation is preferable to 
that of Roux; there is less danger and difficulty and 
it is applicable even in cases of tumor of the 
cesophagus. The new cesophagus is in a better posi- 
tion to functionate because of the lack of sutures. 
Its chief indication is in tumors of the cesophagus 
situated low down. 

The author then tried replacing a resected seg- 
ment of the cesophagus by a sort of tube obtained 
by rolling up a parallelogram cut from the wall of 
the stomach and left adherent at its base in the lesser 
curvature. The tube is carried into the thorax and 
brought into contact with the upper end of the 
cesophagus to which it is sutured. A number of 
experiments were performed on the descending aorta 
in collaboration with Giordano. They found that 
hemostasis of this vessel by compression could be 
maintained for 12 minutes without any harm; and 
for 15 with only inconsequential symptoms. Arrest 
of the blood for as long as 20 minutes was fatal; 
but the most complex operation on the aorta can be 
performed in 12 to 14 minutes. For the end-to-end 
anastomosis of vessels after the resection of a seg- 
ment they have devised a method superior to Car- 
rel’s, as it produces a tighter suture. The two ends 
are united at a point on the posterior side of the 
vessel and inside. One of the ends of the suture is 
used as a continuous suture half-way round the 
vessel; then they return to the original point, take 
up the other end of the suture and suture the other 
half, until the first one is met. This requires only 
8 to ro minutes; the suture is absolutely water-tight 
and does not cause stenosis. Experiments on the 
thoracic duct were performed with Rinaldi. They 
were struck by the seriousness of lesions of this 
duct; they are fatal in half the cases, so ligation 
below the lesion is recommended. It is easy to find 
the duct by the thoracic route some hours after an 
abundant meal. It is very fragile, but may be 
ligated without injury of any sort. Collateral 
circulation is established from the lymphatic net- 
work surrounding the duct. If it is easier the duct 
may be ligated, not at the point of section, but 
further up at the most accessible point. When the 
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collateral circulation is established, which takes 
some time, the wound has already cicatrized. 

The pulmonary artery was utilized to perfect the 
technique of Trendelenburg’s operation. This 
operation has never given any definite cures, but it 
is logical and worth while to establish the conditions 
under which it may be performed. A simple inter- 
costal incision in the third space suffices to expose 
the pericardium and the intrapericardial course of 
the aorta and the pulmonary artery. The circula- 
tion in these vessels may be interrupted by means of 
a rubber tube for thirty minutes without any in- 
jury, a time long enough to open the pulmonary 
artery, extract clots, and close it upagain. Uffreduzzi 
uses a special fenestrated forceps by which it is possi- 
ble to suture the edges of the vessel wound while 
allowing the blood to circulate. But he prefers a 
transverse to a longitudinal incision, as it renders 
exploration easier and more rapid. 

There is little to be said of the superior and inferior 
vena cave. It is known that it is always fatal to 
ligate them. The higher up the ligation of the 
inferior vena cava is, the sooner death ensues. It is 
certain that suppression of renal or hepatic function 
is incompatible with life, but death in such cases 
comes on too quickly to be attributed to anything 
other than a mechanical cause; the blood that flows 
into the heart is insufficient to produce mechanical 
functioning of the heart. The details furnished by 
intrathoracic section of the vagus nerves are less 
interesting. Without passing judgment on Franke’s 
operation, Uffreduzzi maintains that the intratho- 
racic route gives the best access to the intercostal 
nerves, but he says he has never located the spinal 
ganglion by this route with certainty. 

PIERRE FREDET. 


TRACHEA AND LUNGS 


Graser: Surgery of the Lungs and Pleura (Erfahr- 
ungen iiber Chirurgie der Lunge und Pleura). 
Beitr. z. klin. Chir., 1914, \xxxviii, 671. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This work describes a series of clinically interest- 
ing cases of surgery of the chest, which serve as a 
basis for a general discussion of this field of surgery 
which is still in process of development. 

1. In the treatment of empyema, rib resection 
with rapid, thorough emptying out of the pus is the 
operation of choice; the after-treatment consists of 


frequent forced respiratory exercises. In putrid 
empyema good results are obtained by disinfec- 
tion with a solution of collargol, then filling the 
cavity with concentrated carbolic acid, irrigation 
with alcohol, and filling with bismuth paste (1 case). 
In chronic empyema Perthes’ suction drainage was 
often unsuccessful. Extensive plastic operations 
had to be undertaken. In one case, of which the 
history is given, these operations had to be repeated 
frequently, and combined with pneumolysis and 
plastic operation with flaps. 

2. An unusual case was that of a one-year-old 
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child, in which, after a croupous pneumonia, a 
pyopneumothorax developed, for which no ex- 
planation could be found. 

3. A case of putrid abscess of the lung was first 
treated in vain by artificial pneumothorax, and 
finally cured by extensive rib resection, disinfection 
of the large cavity and filling it with bismuth paste. 
Another case of abscess of the lung, which was treat- 
ed by insufflation of nitrogen into the pleural cavity, 
showed temporary improvement, but finally death 
resulted from embolism of the lung. 

4. In a case of tubercular pyopneumothorax, an 
extrapleural plastic operation was done on the thorax 
without effect. A peculiar method of determining 
the seat of the lung fistula is described in the article. 

5. In the treatment of bronchiectasis, opening 
and external drainage did not give very satisfactory 
results (4 cases). Better results were obtained by 
extrapleural plastic operation. TIEGEL. 


HEART AND VASCULAR SYSTEM 


Aulong and Boudol: Immediate and Late Results 
of a Suture of the Heart (Résultats immédiats et 
éloignés d’une suture du coeur). Presse méd., 1913, 
XXxi, 1027. By Journal de Chirurgie. 

The authors report a case of injury of the right 
auricle caused by a sharp instrument. The signs 
of injury of the heart — pallor, anguish, threadlike 
pulse, distant and dull heart sounds—were very clear. 
Operation was performed a half-hour after the 
accident, through an osteocutaneous flap. The 
pericardium, which was full of clots, was emptied. 
The right auricle presented a transverse wound 1 
cm. long, which was sutured with two catgut 
sutures. No drainage was used. The wall was 
sutured. Recovery was complicated by a left pleural 
effusion which was absorbed spontaneously in a 
month. There was complete recovery in six weeks. 
When discharged, there was no alteration in the 
cardiac rhythm; auscultation of the left lung showed 
only a little obscurity in the breath sounds. 

A year later the patient was called upon for mili- 
tary service and was able to pass the physical 
examination. During his two years of service he 
had no indisposition due to his cardiac lesion. The 
heart functioned normally with almost complete 
anatomical integrity. The only abnormality was 
a slight cardiac hypertrophy accompanied by a little 
cardiovascular erethism, exaggeration of the apex 
beat, and the relative dullness of a slightly hyper- 
trophied heart, these signs being corroborated by 
pulse tracings and radiographic examination. 

J. Dumont. 


Weil, Leriche, and Mouriquand: Brauer’s Opera- 
tion in a Case of Uncontrollable Asystole in a 
Child (Opération de Brauer dans un cas d’asystolie 
irréductible chex l'enfant). Lyon méd., 1914, Cxxii, 
246. By Journal de Chirurgie. 


The case was in a child of 14 with a mitral lesion 
due to rheumatism. There had been asystole for 
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two weeks which resisted all medical treatment. 
Operation was performed under ether and was well 
borne. At the end of a week there was considerable 
improvement, but soon the child had another attack 
of rheumatism and died a few days later with com- 
plete asystole. Autopsy was not performed but it is 
practically certain that the aggravation was due to 
a new attack of rheumatic endocarditis. Whatever 
the reason, there was not the rapid improvement in 
the first few days after the operation that is general- 
ly obtained. 

Another case was that of a carpenter of 45 treated 
for a double serofibrinous tubercular pleurisy. 
During convalescence signs of asystole appeared. 
As medical treatment failed cardiolysis was per- 
formed. The result was excellent and at present, 
two and a half years later, the patient is working at 
his trade 10 hours a day. The improvement persists 
although there is extensive ossification of the region 
operated on. G. Corte. 
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Gardére, P. C. and Arnaud: Brauer’s Operation in 
a Case of Tubercular Adhesions of the Peri- 
cardium (Opération de Brauer dans un cas de 
symphyse tuberculeuse du péricarde). Lyon méd., 
1914, CXxii, 195. By Journal de Chirurgie. 


From the discussion on Brauer’s operation it 
seems that, although it is difficult to define its mode 
of action, it is the best treatment in adhesions of 
the pericardium and mediastinitis when they cause 
asystole; but in asystole due to cardiac lesions the 
results are less satisfactory. A case operated upon 
by Armand was a woman of 42 who had a left 
pleurisy and then a right pleurisy in October, 1912. 
In January, 1913, symptoms of adhesion appeared. 
From January to July she had thoracentesis per- 
formed 11 times and abdominal paracentesis 6 
times, 39 liters of fluid being removed. An opera- 
tion was performed without anesthesia and was 
well borne. She improved for a time, but later 
relapsed and died in January, 1914. G. Corre. 





SURGERY OF 
ABDOMINAL WALL AND PERITONEUM 


Dandy, W. E. and Rowntree, L. G.: Peritoneal 
and Pleural Absorption with Reference to 
Postural Treatment. lynn. Surg., Phila., ro14, 
i By Surg., Gynec. & Obst. 


=S- 


lix, 587. 

The authors review briefly the postural treat- 
ments which have been used, giving the reasons 
advocated by the various authors for advocating 
the methods, after which they enter a discussion of 
experimental work of their own to determine the 
manner and rapidity of absorption from peritoneal 
and pleural cavities, and the value of various postural 
methods. The basis of postural methods of treating 
peritonitis was Von Recklinghausen’s claims (1863) 
of open stomata, which established direct communi- 
cation between the peritoneal cavity and _ the 
lymphatic system, thus affording a rapid absorption 
of peritoneal fluids. These stomata were thought 
to be limited to the central tendon of the diaphragm. 
Kallosow, Muscatello, and MacCallum have proved 
the stomata to be artefacts. Muscatello, however, 
maintained that an intraperitoneal current carried 
the fluid to the central tendon of the diaphragm; 
this latter he considered the exclusive absorbing 
area of the peritoneal cavity. 

Clark, in 1897, advocated elevating the foot of 
the bed 20 degrees in the treatment of peritonitis, 
arguing that gravity would hasten the current and 
increase absorption. Clark himself no longer uses 
this method. 

Fowler, in 1900, advocated the sitting posture in 
treatment of peritonitis, thereby hoping to retard 
the intraperitoneal current and thereby favor the 
accumulation of fluid in the pelvis where absorp- 
tion was considered minimal. 

Coffey has advocated a combined lateral and head- 
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up position. Kiister utilizes the ventral position. 

Experimental work by Starling and Tuby (1804) 
proved that absorption was into the blood-stream 
and not into the lymphatics. Mendel (1808) and 
the authors are in accord with Starling and Tuby. 

Dandy and Rowntree, after injecting phenolsul- 
phonephthalein into the peritoneal cavity, recovered 
it from the blood in 2 to 4 minutes; from the urine in 
4 to 6 minutes, and from the lymph (thoracic duct) 
in 20 to 60 minutes. In one hour, 4o to 60 per cent 
was recovered from the urine; only 0.1 per cent was 
recovered from lymph in one hour. This is true 
irrespective of the position of the animal following 
the injection. Absorption is almost entirely by the 
blood. 

The results of experiments to determine the 
effect of posture on the rapidity of absorption from 
the peritoneal cavity is as follows: 

1. Active absorption in all postures. 

2. The absorption in head-down position is the 
same as in ventral and dorsal positions. 

3. The absorption in the pelvis-down position 
is 15 per cent less than in the other three positions. 
‘For this we have no adequate explanation.” 

IstporRE CoHN, 


Pikin, F. M.: Experimental Study of the Treatment 
of Peritonitis (Kinige experimentelle Untersuch- 
ungen zur Frage der _ Peritonitisbehandlung). 
Beitr. s. klin. Chir., 1914, Ixxxix, 502. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In purulent peritonitis Hirschel recommended 
that 100 to 300 gm. of a 1 per cent solution of cam- 
phorated oil be poured into the abdominal cavity, 
claiming that, among other effects, it prevented the 


formation of adhesions. To test the truth of this, 
the author undertook experiments on dogs. He 
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found that camphorated oil had no effect on the 
course of the disease; the animals treated with it 
died at about the same time as the control animals. 
In spite of these results he tried camphorated oil 
in 8 cases of purulent peritonitis without any results. 

Another series of experiments on rabbits was 
then tried. The serous surfaces of the large in- 
testine were sutured to one another and after two 
weeks the abdominal cavity was again opened and 
the adhesions freed; camphorated oil was poured 
into the abdominal cavity of some of the rabbits and 
the others were kept as controls. Camphorated 
oil was also poured into the abdominal cavity of 
some normal rabbits. 

On opening the abdominal cavity two weeks 
later it was found that a serous exudate had formed. 
After two more weeks there was an extensive fibrous 
deposit covering the intestine and this disappeared 
two weeks later. 

From his experiments the author comes to the 
conclusion that camphorated oil has no effect on 
the course of purulent peritonitis, and that in ad- 
hesive peritonitis it not only does not prevent but 
rather promotes the formation of adhesions. 

Von Ho st. 


Kaufmann, C.: Examination for Abdominal 
Hernia (Die Untersuchung auf Unterleibsvruch). 
Cor.-Bl. f. schweis. Arste, 1914, xliv, 73. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Large abdominal hernias can always be easily diag- 
nosed, the only difficulty being the distinguishing 


of an inguinal from a femoral hernia, or the confusion 
of an inguinal hernia with a cold abscess and the 
different forms of hydrocele, and of a femoral hernia 
with a varix of the saphenous vein. 

The author gives a special method for demonstrat- 
ing beginning or small hernias in either the standing 
or lying position. In standing, a sharp bending 
backward of the trunk causes tension of the anterior 
abdominal wall, so that palpation, or sometimes 
even inspection, allows the demonstration of the 
presence of a rupture. In the inguinal region the 
spermatic cord is taken between the thumb and 
index finger to see whether the cord swells, when the 
trunk is bent backward and the patient coughs. 
Examination in this position has the advantage 
that by tension of all the layers of the abdominal 
wall an interstitial inguinal hernia is fixed at the 
internal inguinal ring and cannot escape unobserved. 
The author has verified the correctness of this 
method of diagnosis by radical operation, and now 
as a general rule operates also on the apparently 
healthy side, confirming Gelpke’s results, who in 
So per cent of all operations for inguinal hernia in 
young people found a completely formed hernial 
sac 2'4 cm. long on the sound side. The bending 
back of the trunk has the same advantage in femoral 
hernia. The examination in the lying position 
that follows determines the degree to which the 
hernia can be replaced and the condition of the 
hernial opening and canal. 
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service, life 
examination 


In examination for the military 
insurance, or the railway service. the 
in the standing position is suflicient, while exam- 
ination for accident insurance should also be per- 
formed carefully in the recumbent position. 

KAERGER. 


MacLennan, A.: The Simplified Operation for 
the Cure of Hernia in Infants. Ved. Press & 
Circ., 1914, XCvii, 357. By Surg., Gynec. & Obst. 

The ordinary treatment of a hernia in an infant 
is by the application of a truss, or of a skein of 
wool, or by incessant reduction. With this treat- 
ment the author takes issue and claims that though 
the sac becomes untenanted it nevertheless remains 
a sac and the notice remains up— To let.’’ The 
presence of so many unoccupied sacs found in the 
cadaver and during operations goes far to prove the 
permanency of the sac, and in view of the fact that 
the anatomy of hernia in infancy is identical with 
that of later life, it is clear that any form of treat- 
ment which does not obliterate the whole sac is 
useless. So many cases are met with in adults with 
a history of an infantile hernia, said to have been 
cured, that, the author claims, it is doubtful if 
such cases were cured, and practically certain that 
no one ever develops a hernia who has not had since 
infancy a sac ready formed. 

The author is in favor of an early operation in all 
cases of infantile hernia. The procedure is as 
follows: If phimosis is present the child is circum 
cized at least one month before the proposed 
radical operation. The skin is prepared with soap 
and water and alcohol, and chloroform is used as a 
general anaesthetic. The incision is made over the 
internal ring and should not exceed three-quarters 
“of an inch. The deeper tissues are racked apart 
by blunt retractors. The sac and cord are identified 
and picked up and drawn out of the wound. The 
sac is separated by wiping with gauze. The sac is 
treated by the Macewen method, the crumpled-up 
sac serving as an efficient plug at the internal ring. 
In young children there is no need for careful deep 
suturing of the structures as in an adult. The skin 
is closed with two or three silkworm sutures and a 
thin roll of gauze and adhesive used as a dressing. 
Elaborate dressings only annoy the infant and are 
unnecessary. The child may go home as soon as it 
recovers from the anesthetic and should return in 
one week for removal of the sutures. 


J. 


Duval, P.: Congenital Diaphragmatic Hernia; 
Left Subclavicular Appendicitis (Hernie dia- 
phragmatique congénitale; appendicite sous-clavic- 
ulaire gauche). Bull. ct. mem. soc. de chir., Par., 
1913, XXXIX, 1512. By Journal de Chirurgie. 


SKILES. 


A boy of t2 years had been ill since his birth, 
complaining of pain in the left side of the thorax. 
It appeared spasmodically with irregular difficulty 
in respiration and heart disturbance. Twice he 
had attacks accompanied by fever and vomiting. 
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Results of auscultation were variable and puzzling 
and a certain diagnosis could not be made until 
radiography showed that the caecum and the 
ascending and transverse colon were in the left 
pleural cavity. 

Left epigastric transverse laparotomy was per- 
formed and it was found that the orifice of the 
diaphragm was back of the greater curvature of 
the stomach. The incision was prolonged to the 
posterior angle of the eighth rib, the whole rib 
resected, and a large opening made in the pleura. 
Almost the whole of the small intestine, the caecum, 
and the ascending and transverse colon were found 
in the thoracic cavity and were fixed by adhesions. 
The cecum was thickened and inflamed, the 
appendix was enormous and surrounded by old 
caseous foci, the results of numerous attacks of 
appendicitis. The adhesions were freed and the 
appendix resected. Then, without much pain, the 
mass of intestines was replaced in the abdomen. 
The diaphragm was reconstructed by suturing; 
the thorax and abdomen were sutured. The pleura 
was punctured and the lung seemed to dilate; 
auscultation revealed breath sounds under the 
scapula. The child died the next morning with a 
pulse so rapid that it could not be counted, though 
the respiration was relatively normal. 

This case of subclavicular appendicitis in a 
diaphragmatic hernia is rare, perhaps unique. 
The diagnosis of diaphragmatic hernia is almost 
impossible because it is manifested only by signs of 
occlusion. Radiography is of the greatest value. 


The only way of operating successfully and obliterat- 
ing the abnormal orifice is through the thorax. 
Two cases of diaphragmatic hernia are reported, 
both of which were found only on autopsy, though 
one of them had been operated upon twice for 
symptoms of occlusion, the cause of which remained 


unknown. He believes that such lesions can never 
be successfully treated by laparotomy, though the 
thoracic route gives free access. J. Dumont. 


GASTRO-INTESTINAL TRACT 


Schmieden, Ehrmann, and Ehrenreich: Modern 
Diagnosis of Stomach Diseases Verified by 
Forty Operative Cases (Moderne Magendiagnos- 
tik an Hand von 4o operierten Fiillen gepriift). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1914, xxvii, 479. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors made a careful clinical examination 
of 40 cases of stomach disease and controlled the 
results by operation. History and present condition 
are given in detail, the chemistry and motility of 
the stomach tested, examination made for manifest 
and occult bleeding, the findings on palpation care- 
fully noted, and the réntgen examination added. 

Especial attention is given to hunger and night pain. 

Motility was tested by Strauss’ method of adding 

a portion of whortleberries or currants to the evening 

meal and removing the remains the next morning 
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for examination. Ré6ntgen rays were also used in 
testing the motility. The secretion was tested by 
examination of the stomach contents after an 
Ewald-Boas test breakfast. 

Fourteen cases of carcinoma of the stomach were 
examined, 8 cases of ulcer of the duodenum, 3 of 
mixed ulcer, 6 of ulcer of the pylorus, 3 of ulcerated 
hour-glass stomach, 2 cases each of gastric achylia 
and gastroptosis and one case each of pericholecys- 
titis and gastric crises. The conclusions are: 

1. If stomach disease has existed for many years 
it indicates ulcer rather than carcinoma. Car- 
cinoma generally arises in people who, up until 
that time, have never had stomach trouble. 

2. Diagnostic conclusions can be drawn from age 
only with caution; 42.8 per cent of all the cases of 
stomach carcinoma were under fifty years of age. 

3. Loss of weight is not conclusive evidence of 
carcinoma. 

4. The author could not find that the history, 
night-pain, hunger-pain and cold-pain, played the 
part in differential diagnosis of ulcer of the duo- 
denum that is generally ascribed to them. The 
point of pain on pressure at the right of the umbilicus 
has greater significance in duodenal ulcer. 

5. In ulcer in the region of the pylorus there is 
pain especially when an effort is made to work. In 
half of the patients who complained of pain in the 
back there were adhesions to the pancreas. 

6. The value of testing the stomach secretion for 
the differential diagnosis between ulcer and car- 
cinoma cannot be denied. The majority of cases 
of ulcerative and post-ulcerative diseases of the 
stomach or duodenum are accompanied by increased 
acidity, while the reverse is true in carcinoma. 

7. In ulcer the degree of acidity is less in stag- 
nant stomach contents than in the test meal removed 
from the stomach; in carcinoma it is greater. 

8. The lactic acid secretion does not have any 
great diagnostic value. 

9g. The demonstration of visible or occult blood 
in the feces has great significance as proving the 
presence of ulcer or carcinoma. 

10. In disturbances of motility the daily quantity 
of urine falls. 

11. Réntgen examination almost always aids in 
the differential diagnosis between ulcer and car- 
cinoma and often decides it. It is not of much 
value in simple ulcer. 

12. Gastroscopy, for which Sussman’s instru- 
ment is used, does not always succeed, does not give 
uniform results, and is not without danger. In one 
of the author’s cases a fresh perforation found in a 
case of operation for carcinoma of the stomach was 
probably due to gastroscopy. BRENTANO. 


George, A. W. and Gerber, I.: The Practical Appli- 
cation of the Réntgen Method to Gastric and 
Duodenal Diagnosis. J. Am. M. Ass., 1914, lxii, 
1071. By Surg., Gynec. & Obst. 

The authors confess that the value of réntgeno- 
logic gastro-intestinal diagnosis has been criticized, 
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that many errors have been committed, and that 
much discredit has been cast upon this procedure. 
They say that this state of affairs has been brought 
about by several conditions and mention three as 
follows: 

1. The pioneers developed a technique which 
relied largely upon fluoroscopy and “diagnosis by 
symptom-complexes,” which “indirect”? method 
the authors contrast with the “positive or direct 
method” which has been “‘so brilliantly developed.”’ 

2. Internists without technical experience have 
endeavored to do X-ray work, have made errors 
in diagnosis, and have enlarged the literature with 
comments on the inefficiencies of the method. 

3. The clinical diagnosis has been allowed to 
bias the réntgen diagnosis. The authors say that a 
réntgen diagnosis should not be made unless there 
is “positive réntgen evidence’, i. e., ‘‘a definite 
abnormality in the contour or structure (sic) of the 
bismuth mass.” They do not explain why shadows 
of such abnormalities are more ‘‘positive”’ or “‘di- 
rect’? than shadows which reveal exaggerated 
peristalsis, spasm, etc. 

In the absence of an incisura and with normal 
size, shape, and position of the stomach, there is no 
positive basis for the diagnosis of gastric ulcer, 
though some investigators .are willing to make an 
inferential diagnosis of gastric ulcer from the pres- 
ence of tender-points and six-hour residue alone. 
The authors regard six-hour gastric stasis as the 
least important factor in réntgen bismuth diagnosis. 
They base the diagnosis of early fundal carcinoma 


partly on the presence of irregular defects of filling 


and partly on “abnormalities of peristalsis.” 
Some space is devoted to well-known arguments for 
the diagnosis of duodenal ulcer by deformity of the 
cap. More and more cases are being found in which 
gall-stones are demonstrated. ALBERT MILLER. 


Smithies, F.: A New Fluoroscopic Sign for the 
Differentiation of Pyloric Spasm of Extra- 
Gastric Origin from that Associated with 
Uncomplicated Gastric Ulcer, on or near the 
Lesser Curvature. J. Am. M. Ass., 1914, lxii, 1308. 

By Surg., Gynec. & Obst. 
By the fluoroscopic examination of the stomach, 

containing material opaque to the X-rays, fully 60 

per cent of calloused and complicated ulcers are 

readily recognized and located with fair accuracy. 

Acute ulcers or those involving the pyloric half of 

the stomach or near the lesser curvature, particular- 

ly if these are of the uncomplicated type, must be 
judged to exist largely in the light of clinical history 
and laboratory data. This group gives the great 
majority of incorrect réntgen diagnoses; and when 
the mistake has been made, appendix or gall-bladder 
disease is the usual operative finding. To differ- 
entiate the pylorospasm of uncomplicated gastric 

ulcer near the lesser curvature from that due to a 

lesion of the appendix or gall-bladder, Smithies 

examines after the six-hour meal and with a standard 
buttermilk-bismuth or barium suspension. The 
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findings, which are similar to both, are noted. The 
patient then receives 1/50 gr. atropine sulphate 
hypodermatically, and is reéxamined in half an 
hour. In true ulcers on the lesser curvature 
vigorous palpation will usually elicit a point of 
maximum tenderness, moving with the stomach 
and accompanied generally by an incisura. In 
pyloric spasm from appendix or gall-bladder lesions 
there is no sharply marked focus of tenderness which 
moves with the stomach or which upon palpation 
evokes an incisura. Reéxamination on different 
days should confirm the finding. ALBERT MILLER. 


Reichel, H.: R6ntgen Picture and Operative 
Findings in Carcinoma of the Pylorus (Rént- 
genbild und Operationsbefund bei Pyloruscarcino- 
men). Miinchen. med. Wchnschr., 1914, \xi, 137. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The comparison between the réntgen picture and 
the operative findings in a series of cases of car- 
cinoma of the pylorus shows the value of the réntgen 
picture in the early diagnosis of this disease. The 
diagnosis is founded on the demonstration of char- 
acteristic changes in the shadow; chiefly on circum- 
scribed gaps in the bismuth content of the stomach, 
and on visible signs of contraction and of disturbed 
motility. 

The boundaries of the gaps in the bismuth content 
are generally zigzag and ill-defined and sometimes 
very peculiar; they often become clearer by palpa- 
tion in front of the réntgen screen. In this way a 
marked hindrance to peristalsis in the suspected 
region may also be demonstrated. Generally in 
carcinoma of the pylorus the smaller curvature is 
more or less involved in the pathological changes. 

Medullary or fungous tumors can be distinguished 
from the diffuse infiltrating forms of carcinoma. In 
the former the normal form of the stomach is main- 
tained and the defects in the réntgen shadow in 
the pylorus and surrounding region are sharply 
defined; in the latter there is marked distortion of 
the stomach outline from contraction. 

The réntgen picture gives valuable information 
for the diagnosis of carcinoma of the stomach where 
internal methods do not give any satisfactory diag- 
nostic picture; it also gives supplementary informa- 
tion where there are no satisfactory clinical data as 
to the kind, location, or extent of a malignant tumor 
nor as to its operability. OEFHLER. 


Delore and Santy: Gastrectomy in Cancer of the 
Stomach. (Gastrectomie dans le cancer de l’esto- 
mac). Lyon chir., 1914, Xi, 113. 

By Journal de Chirurgie. 
The chief point of interest in this article is Delore’s 
statistics of 73 gastrectomies for cancer; the first 

43 were published by Delore and Alamartine; the 

30 most recent ones are published in detail at the end 

of this article. The following figures show the pro- 

gressive improvement in results: 
From 1903 to 1905, 18 operations with 8 deaths; 

44 per cent. 
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From 1905 to 1908, 18 operations with 6 deaths; 
33 per cent. 

From 1908 to 1911, t8 operations with 3 deaths; 
16.6 per cent. 
From totr to 1013, 

5 per cent. 

This improvement is not due to greater strictness 
in the choice of cases, for the proportion of radical 
operations is practically the same; before 1909 
gastrectomy was performed in 25 per cent of the 
cases and from 1909 to 1913 in 26.5 per cent. The 
real cause in the improvement in the results is im- 
proved technique and the most careful pre-operative 
and post-operative treatment, and the use, in some 
cases, of a two-stage operation. This is especially 
indicated in cancers that have produced extreme 
stenosis and dilatation of the stomach. The two 
stages of the operation are performed as near to- 
gether as possible. at intervals of 10 to 12 days. 

Delore almost always uses Billroth’s second opera- 
tion, anastomosing the stomach and jejunum by 
means of a Jaboulay button. He pays great atten- 
tion to preventive hemostasis of the pedicles and 
the closing of the two ends, which he accomplishes 
by means of three fine catgut sutures. He buries the 
stump of the duodenum under the peritoneum in 
front of the pancreas. He recommends feeding the 
patients early, for if the sutures are not water-tight 
from the first they have no chance of becoming so; 
moreover, the fact that irrigation of the stomach in 
gastric hemorrhage immediately after operation 
is harmless shows that the stomach is impermeable 
at that time. Ina genera! way the immediate and 
late results of gastrectomy are better than those of 
gastro-enterostomy; therefore, Delore and Santy 
give the preference to gastrectomy even as a pallia- 
tive operation in cases where excision cannot be 
absolutely complete. Adhesions and involvement of 
the glands, which are often inflammatory and not 
neoplastic, are not an absolute contra-indication to 
gastrectomy. Cu. LENORMANT. 


19 operations with 1 death; 


Porta, S.: Biondi’s Method of Excluding the Py- 
lorus (L’exclusion pylorique a la Biondi). J. de chir., 
1914, Xil, 297. By Surg., Gynec. & Obst. 

Porta reviews the indications for exclusion of the 
pylorus and describes a new technique used by 
Biondi, because he has found the older methods 
defective. The various methods of section take 
an exceedingly long time, thorough asepsis is not 
possible, and it is difficult to mobilize the parts 
operated upon, especially if there are solid adhesions. 
The plastic methods and those by ligation are only 
temporary. Permeability of the pylorus is eventual- 
ly reéstablished. 

Biondi makes an incision 6 to 10 cm. long on the 
anterior surface of the antrum parallel to the 
axis of the stomach, involving the serous, sub- 
mucous, and muscular coats. This incision extends 
from the antrum towards the duodenum, where the 
mucous membrane is more easily torn. The mu- 
cous membrane is then dissected and a tube of it 


closed at each end by being transfixed with two 
silk sutures. It is excised and the incision sutured 
in three layers, the layers being turned in. Care 
should be taken to cover the line of suture with 
serous membrane. Kausch’s gastro-enterostomy is 
performed before the exclusion. 

Experiments on the cadaver and animals have 
shown that it is not a difficult procedure. The 
mucous membrane at and near the pylorus is‘thicker 
and more resistant than that of other regions of the 
stomach, so that it is easily dissected. Care should 
be taken not to involve the muscularis mucosz, 
and if it is necessary to pass beyond the pylorus 
into the duodenum greater care must be exercised, 
for the muscular and connective-tissue layers are 
greatly reduced in thickness. It is a good plan to 
put the end of the left index finger between the 
muscular and mucous coats at the upper edge of the 
incision and then dissect from the lower edge until 
the finger is reached. 

Ulcerations or inflammatory tumors do not in- 
terfere with the operation. Superficial ulcerations 
may make holes in the tube but that does not do 
any harm. The advantages of the method are that 
it does not involve the large gastro-omental vessels, 
it is performed in parts that are covered with peri- 
toneum, it does not demand the opening of the 
posterior cavity of the omentum, it is easy to per- 
form and it is much easier to maintain asepsis than 
in the other methods. It can be performed when 
there are adhesions, and it does not produce any 
change in the form of the stomach. The closure of 
the pylorus is permanent and it is not followed by 
pain. Porta has performed the operation three 
times with excellent results, Biondi 9 times, and 
other operators several times. He concludes that it 
is the operation of choice in the exclusion of the 
pylorus. A. Goss. 


Bier, A.: Diagnosis of Ulcer of the Duodenum (Zur 
Diagnose des Ulcus duodeni). Deutsche med. 
Wehnschr., 1913, XXXix, 24092. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The knowledge of duodenal ulcer has been extend- 
ed recently but the point of greatest interest is still 
the diagnosis. As Moynihan has had the greatest 
experience on this point, Bier uses his results as a 
guide and discusses a series of 43 cases operated on 
in his own clinic. 

The condition is more frequent in the male sex, 
but in contrast to the English and American authors, 
he found ulcer of the duodenum less frequent than 
ulcer of the stomach. The most important point 
in the diagnosis is the history, which according to 
Moynihan makes physical examination of the 
patient almost superfluous, although of course he 
always makes the examination. The chief points 
are the hunger-pain and the paroxysmal nature of 
the pain; the disease itself is of long duration. Pre- 
monitory symptoms are discomfort and distention, 
several hours after eating, and acid or bitter eructa- 
tions. 
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From Moynihan’s description it would seem that 
with a careful history a mistake in diagnosis is 
scarcely possible, and he himself made only three 
mistakes in roo consecutive cases. But Bier has 
found that in spite of a perfectly characteristic 
history in many cases, no ulcer was to be found on 
laparotomy, and on the other hand often when there 
was an ulcer there had been no history to indicate 
it; the latter was the case on abdominal incision in 
20 of the 43 cases. He gives a case history which 
shows that there may be no ulcer though there is a 
characteristic history. 

The results of palpation are of limited value, 
especially the pain on pressure on the right side and 
the tension of the right rectus; chemical examina- 
tion is made only for the sake of completeness. 
Even the réntgen picture is not nearly so valuable 
as in ulcer of the stomach, as is shown by the fact 
that so many signs are given, none of which is really 
characteristic. 

The most constant finding, increased peristalsis, 
is found also in other conditions, the permanent 
bismuth shadow may be deceptive, and the signs 
of penetrating ulcer are so rare as to be of only 
limited value; cicatricial stenosis is not easy to 
recognize in the réntgen picture. However, the 
réntgen examination should always be made, if only 
for the purpose of showing the presence or absence 
of stomach disease. On the other hand, the demon- 
stration of occult blood is of great diagnostic value, 
allowing for the sources of error in it. 

In differential diagnosis it is not easy to decide 
between ulcer of the stomach and of the duodenum, 
there is less difficulty in deciding between ulcer and 
gall-stones, and Bier has had no difficulty in dis- 
tinguishing between ulcer and appendicitis. While 
the diagnosis of ulcer of the duodenum is difficult, 
the author does not think it more difficult than the 
diagnosis of ulcer or carcinoma of the stomach was 
before the development of réntgen technique, and 
in which there are even yet mistakes in diagnosis. 

Bove. 


Marquis: Perforation of a Peptic Ulcer of the 
Jejunum Six Years after a Gastro-Enterostomy ; 
Operations; Recovery. Inflluence of Various 
Methods of Gastro-Enterostomy in the Pro- 
duction of These Ulcers (Perforation d’un ulcére 
peptique du jéjunum six ans aprés une gastro-entér- 
ostomic; opération; guérison. Influence des diverses 
techniques de gastro-entérostomie sur la production 
deces ulcéres). Bull. ef mém. soc. de chir., Par., 1913, 
MERIX, 1517. By Journal de Chirurgie. 

Hartmann reports a case, as described in the title, 
operated on by Marquis. The last statistics in 

regard to ulcers of this sort by Van Roojen in 1910 

showed 81 cases. Hartmann has collected 42 from 

the literature and reports one of his own and this 
one of Marquis, making a total of 125 cases. On 
these cases he bases a study of the conditions 
which lead to their production. They come on three 
months to eleven years after the initial gastro- 
enterostomy; they are more frequent in men than 
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in women in the proportion of five to one; they 
always follow gastro-enterostomy for ulcers and 
more frequently the Y-shaped operation. 

It seems to be settled that the chief cause of 
these peptic ulcers is the prolonged contact of a very 
acid gastric content with the mucous membrane 
of the jejunum; but for the ulcers seated just at 
the gastrojejunal opening, faults of technique 
seem to be to blame, such as silk projecting into 
the lumen, hematoma, or the delayed elimination 
of a Murphy button. It is these gastrojejunal 
peptic ulcers that cause the retractions, sometimes 
obliterations, of the mouth of the anastomosis that 
have been attributed to persistent permeability of 
the pylorus. 

From all of the evidence he concludes that to 
prevent such ulcers it is necessary: (1) At the time 
of the operation, (a) in order to prevent the passage 
of acid gastric juice over the jejunum, to avoid 
Y-shaped gastro-enterostomy, and (b) to avoid all 
traumatism of the surface; therefore not to use the 
button for anastomosis, nor to crush the tissues with 
clamps, and to secure perfect coaptation with the 
sutures; (2) after the operation, (a) to irrigate the 
stomach the first few days at any sign of infection 
or gastric putrefaction; (b) to keep patients under 
treatment and not consider them radically cured 
because a gastro-enterostomy has been done; the 
mucous membrane is chronically inflamed and _ it 
requires some time to restore it to a normal con- 
dition. By observing these rules most of these 
cases of peptic ulcer may be prevented. 

DevBet believes that silk sutures are at fault, as 
they are eliminated slowly and favor the penetra- 
tion of the gastric juice into the tissues. 

Cunéo does not believe that silk and the use of 
clamps has anything to do with the production of 
these ulcers. He believes the chief cause is the 
persistence of a high hydrochloric acid content. 
In such a case he would be disposed to operate on 
the nervous secretory mechanism of the stomach 
to decrease the acidity. 

Turrter has never had a case. 


He believes they 
are due to hyperchlorhydria rather than to the 


technique employed. He never uses clamps and 
long ago gave up silk for linen. 

WALTHER agrees with Tuffier and uses the same 
technique. 

Ricarp had one case, in which he resected the lips 
of the ulcer and sutured it again with good results. 
He believes the ulcers may be due toa certain extent 
to hyperacid secretion but thinks the chief cause is 
faulty technique. J. Dumont. 


McLean, A.: Post-Operative Hleus. Ann. Surg... 
Phila., 1914, lix, 407. By Surg., Gynec. & Obst. 
McLean gives the results of experimental in- 
vestigations into the possible causes of death fol- 
lowing ileus and how to overcome the effects of 
ileus once it is present. 
The clinical picture in both the mechanical and 
paralytic varieties is the same. Necropsy has 
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shown that in some fatal cases no signs of peritonitis 
were present. ‘‘ What is the cause of death in these 
cases?’’ ‘‘The prevailing impression in regard 
to the cause of death in ileus seems to be that it is a 
toxic condition originating from the absorption of 
bacteria or their toxins or from the absorption of 
some altered physiologic secretions of the pancreas, 
liver, and intestinal mucosa.” 

McLean produced artificial intestinal obstruction 
about 8 inches from the pylorus in dogs. The 
duodenal and gastric secretions of these cases were 
tested as to their toxicity by injecting a filtrate into 
guinea pigs. The pigs remained lively and well. 

The serum from the experimental animals was 
injected into guinea pigs. The guinea pigs which 
received more than 2 ccm. died as a rule. It was 
found that normal dog serum injected into guinea 
pigs in 2 ccm. quantities proved fatal. 

The gas from the intestine of the experimental 
dog was injected into the peritoneal cavity of normal 
dogs without causing symptoms. The blood was 
directly transfused to normal dogs without causing 
symptoms. 

McLean therefore concludes that death is not due 
to toxemia. He further noted a marked loss of 
weight, usually amounting to one tenth of body 
weight before death. This loss of weight is at- 
tributed to the loss of body fluids (vomitus, etc.). 
This loss of weight McLean believes must have an 
enormous effect on blood-pressure. Braun has 
shown in experiments on blood-pressure that the 
death of animals from ileus differed in no way from 


those bled to death slowly. Consequent upon this 
fall in blood-pressure is a disturbance in the cerebral 


circulation. This McLean considers one of the 
prime factors of the direct cause of death in ileus. 
Hartwell and Hoquet have shown that life in ex- 
perimental dogs can be prolonged by introducing 
saline to replace the fluids lost. 

The rational treatment based on his experiments 
as suggested by McLean is: (1) Subdue the disten- 
tion (ileostomy), and (2) restore the fluids lost by 
hypodermoclysis, proctoclysis, etc. Istpore Coun. 


Jordan, A. C.: Intestinal Stasis from the Stand- 
point of Radiology. Juter. J. Surg., 1914, xxvii, 
103. By Surg., Gynec. & Obst. 

The author describes in detail his technique in 
the radiological examination of the intestinal tract. 

No preliminary care of the patient is necessary. 

About one hour after breakfast the patient is 

given an emulsion consisting of carbonate of bis- 

muth, 4 oz., sugar of milk, 114 oz., and enough 
water to make a creamy fluid. The chest, cesopha- 
gus, stomach, and duodenum, are examined at once. 

The ilcocecal region is investigated at the second 

visit, five to seven hours later. Often a third 

visit is required the same day, nine to twelve hours 
after the bismuth meal. The subsequent visits 
for the large intestine are usually timed to fall at 
the following periods after the bismuth meal: 
24 hours, 36 hours, 48 hours, 72 hours, and 96 hours. 
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The examination of the duodenum may show a 
dilatation and lengthening even in the early stage 
of intestinal stasis. In addition to the change in 
size there is increased activity of the peristalsis, in 
fact, in many cases the duodenum may give the 
appearances of writhing. These changes are due 
to a kink at the duodenojejunal junction. Ileal 
Stasis is always present when there is an extended 
duodenum. This often results in an ascending 
infection from the cecum, which may travel up as 
far as the duodenum. The ileal stasis may be due 
to a mechanical obstruction in the ileum or lower 
down in the large intestine. Many times the ap- 
pendix is responsible for the kink, but any of the 
locations of bands may be the seat of the obstruction. 

Jas. H. SKIZEs. 


Maggiore: Two Cases of Congenital Megacolon 
(Deux cas de mégacolon congénital). Pediatria, 
1914, xxii, 33. By Journal de Chirurgie. 


The first case cited is a child of six, born at term— 
the father tubercular. There was stubborn consti- 
pation from birth; a bowel movement occurring only 
every 8 to 12 days; the patient was pale and poorly 
developed, the abdomen distended to 62 centimeters 
at the umbilicus. There was elevation of tempera- 
ture, vomiting and discharge of blood from the anus; 
3 kg. of fecal matter was removed manually and 
the patient died in collapse. The large intestine 
showed enormous dilatation and the intestinal wall 
was 5 mm. thick. 

The second case was a child of two years and two 
months, born at term — the father syphilitic. There 
had been stubborn constipation since birth, bowel 
movements occurring only every 8 to 15 days; the 
child was poorly developed. The abdomen was 
almost normal in size; there was meteorism on per- 
cussion. 

The author attributes death in his first case to 
syncope caused by the extreme dilatation of the 
large intestine, though it is not possible to exclude 
intoxication from the fecal matter. Hypertrophy 
of the wall of the large intestine is a congenital 
malformation which in these two cases was due to 
paternal infection, syphilis in one case and tubercu- 
losis in the other. P. GRISsEL. 


Don, A.: Is Colectomy for Constipation a Radical 
Procedure? Clin. J., 1914, xliii, 209. 

By Surg., Gynec. & Obst. 

The author discusses the various causes suggested 
by Lane and other supporters of colectomy for con- 
stipation, not agreeing in a single instance with the 
arguments advanced. The statement that ‘‘the 
erect position causes falling down of viscera” is 
denied on the score that the liver and spleen, the 
two heaviest organs, show no tendency to fall and 
because clinically the intestines contain so much gas 
that they tend to rise. Don claims that no evidence 
is brought forward that “‘the cecum becomes elon- 
gated and dilated” and claims that inasmuch as 
the hepatic flexure is normally in contact with the 
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liver it cannot “occupy a higher position than in the 
healthy subject’’ as the Lane school asserts. Lane 
is accused of not troubling himself with logic or 
proofs and in a comparative table is placed Lane’s 
list of the affections which may be cured by removing 
the colon, side by side with the advertisement of a 
well-known quack pill. 

The comparative anatomy of the domestic ani- 
mals is brought in to show that although these 
animals are not costive yet their intestinal tracts 
contain many bands, narrowings, sacculations, 
kinks, twists, and mobile and fixed portions, which 
to the author would appear to afford many excuses 
for surgical activity. Radiology is stated to be a 
comparatively new aid to the study of abdominal 
diseases and as yet there is no standard. 

Don believes that the pathologists alone can settle 
the question as to whether the bands which are found 
are inflammatory or not. If they are exaggerated 
congenital formations it should be possible to repair 
them without removing the colon, while if they are 
inflammatory the cause of the inflammation should 
be found before a colectomy is done. 

E. K. ARMSTRONG. 


Gruet, P.: Best Technique for Externalization in 
the Extirpation of Cancer of the Colon (De la 
meilleure technique opératoire applicable 4 la méth- 
ode d’extériorisation dans |’extirpation des cancers 
coliques). Théses de doct., Par., 1914. 

By Journal de Chirurgie. 


The author describes the present status of the 


question of externalization of cancers of the colon. 
He describes in detail the technique of Guénu, who 
holds that the tumor must be brought outside the 
abdominal wall, but the pedicle may remain inside 
the abdomen if it is outside the peritoneum. 

1. The first stage consists of extraparietal exter- 
nalization of the tumor, extraperitoneal externaliza- 
tion of the pedicle. After exploring and freeing the 
tumor the loop is externalized. The mesentery be- 
ing spread out, the peritoneal leaf of one of its sur- 
faces is slightly incised, and then dissected as far 
as possible, passing well outside the suspected zone, 
and the peritoneum thus dissected is sutured to the 
parietal peritoneum. The same thing is done on the 
other side. The abdominal wall is closed above and 
below the externalized loop. 

2. In the second stage resection of the neoplasm 
is performed, followed by suture of the posterior 
semicircumferences of the ends of the intestine and 
suture of the two interior semicircumferences in the 
skin wound. This is performed about 8 days after 
the first. 

3. In the third stage the artificial anus is closed by 
enterorrhaphy. This should not be done until the 
general health has improved. Guénu always per- 
forms this enterorrhaphy strictly outside the peri- 
toneum. 

Gruet has collected 117 cases, 7 
Guénu’s. 
flexure. 


of them being 
The first case was cancer of the splenic 
Death occurred 8 days after the closing 
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of the anus from hemorrhage. The second case 
was cancer of the splenic flexure without closure of 
the anus. The patient survived 3 years. In the 
third case, cancer of the descending colon, no 
closure of the anus; recurrence inthe liver 414 months 
after the operation. Case 4. Cancer of the sig- 
moid. Recurrence in the true pelvis 16 months 
later. Case 5. Cancer of the termination of the 
sigmoid loop. No closure of the anus. Recovery. 
Case 6. No details. Case 7. Sigmoid cancer. 
Patient in good health after 612 years. The work 
closes with a very important statistical study and 
the author concludes: 

Externalization should only be performed in can- 
cers of the left colon, especially in feeble patients 
with vegetating septic cancers accompanied by 
lesions of the wall of the adjacent loop.  Rey- 
bard’s colectomy or the methods of colectomy in 
two stages should be reserved for the favorable 
cases of small movable cancers without marked 
lesions of the adjacent loop and for patients who are 
still in good general health. Externalization is 
sometimes an operation of necessity, but more gen- 
erally of prudence, and its indications should be 
extended where the surgeon is in doubt as to the 
condition of the intestinal walls. 

J. L. Rovux-Bure. 


Jackson, R.: Some Unusual Phases of Sigmoidos- 
copy. Tr. Am. Proctol. Soc., Atlantic City, 1914, 
June. By Surg., Gynec. & Obst. 

The diagnostic value of the sigmoidoscope has 
been the topic for much discussion and is increasingly 
appreciated by hospitals, but much less so by the 
profession and insufficiently in medical teaching. 
Explicit statements of its considerable therapeutic 
uses are not found in German, American, or English 
literature. The instrument enhances the extent and 
accuracy of rectosigmoidal therapeutics, and spe- 
cifically it facilitates the use of certain instruments, 
topical applications, the relief of high impaction, 
and the treatment of stricture and certain other 
lesions. Serious trauma from the sigmoidoscope is 
more liable to happen than some authorities admit, 
as illustrated by three cases of intestinal perforation 
cited from the German. Two personal cases are 
detailed, where the patients were in serious condition 
from occlusion of the bowel, but were relieved and 
saved by sigmoidoscopy done with diagnostic intent 
only. 

Pelvic visceroptosis, hypermobility of the sigmoid, 
and the fixed and open rectal ampulla beneath, 
predispose to invaginations and angulations, which 
are fairly frequent in mild and chronic form and are 
potentially dangerous as a source of acute obstruc- 
tion. Sigmoidoscopy, properly conducted, empties 
the pelvis by gravity—due to the position assumed— 
by intelligent introduction of the instrument, and 
by the air pressure admitted through it, and there- 
fore tends to undo such intestinal malpositions. 
The occlusion in the two cases related was un- 
expectedly relieved and doubtless in this way. 
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Greater prevalence in the use of the sigmoidoscope 
would bring to light a field for deliberate therapeutic 
use of the instrument along these lines. 


Graham, A. B.: Perirectal Gumma; Report of Two 
Cases. Tr. Proctol. Soc., Atlantic City, 1914, June. 
By Surg., Gynec. & Obst. 

The subject perirectal gumma owes a great deal 
of its interest to its rarity. The two cases reported 
are rather unique and worthy of publication. They 
were seen withia twenty-four hours of each other, 
and both presented a typical perirectal gumma in 
that no lesion of any kind could be detected in the 
rectum of either patient. 

The first patient, aged 47, contracted syphilis at 
the age of 24. He was treated for one year with 
mercury, administered internaily and by inunctions, 
and pronounced cured. One year later, a large 
ulceration developed on the left leg above the knee, 
which under persistent antispecific medication 
required two years to heal. Ten years ago, nu- 
merous ulcerations appeared in his mouth and throat. 
A diagnosis of syphilitic ulceration was made and 
under local treatment alone these ulcerations dis- 
appeared in a few weeks. Two years ago, ulcera- 
tions again being present in the mouth and throat, 
salvarsan was administered by injection into the 
right buttock. This caused much pain and it 
required one year for the complete disappearance of 
the induration at the site of the salvarsan injection. 
The Wassermann test was not made, nor was any 
further antispecific treatment prescribed. 

In November, 1012, the patient experienced a 
slight aching sensation about the rectum. He con- 
sulted a proctologist, who was unable to find any 
rectal lesion. Three months later, he detected 
a nodule or induration in the right ischiorectal 
fossa. ‘This increased rapidly in size. February 
28, 1913, he was referred to the author, the diagnosis 
of ischiorectal abscess having been made. An 
examination revealed a case almost identical to 
that which had been reported by Verneuil. There 
was a marked induration at the margin of the anus 
the size of a large orange, and it extended across the 
right ischiorectal fossa. It was smooth, elastic, 
painless to palpation, and fluctuation could be 
detected. Believing that the tumor contained pus, 
immediate incision was advised. This was done 
under local anesthesia. A deep incision was made 
into the most prominent part of the induration. It 
was something of a disappointment as well as a 
surprise when nothing beyond a discharge of blood 
was obtained. The author fully appreciated his 
error in diagnosis and the possibility of his having 
incised a gumma. The Wassermann test was made 
and it proved to be a two plus positive. Salvarsan 
was administered intravenously and the wound 
healed at the end of ten days. The induration dis- 
appeared rapidly. One month later, suppuration 
occurred which necessitated an incision for the 
evacuation of the pus. The wound healed rapidly 
and there is now no evidence of an induration or 
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fistula. Careful examination in this case failed to 
reveal any rectal lesion. The patient is still under 
observation and is receiving antispecific medica-_ 
tion. 

The second case was a woman, aged 28, the mother 
of a child one month old. She had contracted 
syphilis three years before; had received anti- 
syphilitic treatment for one year, but no Wassermann 
test had ever been made. She consulted the author 
March 1, 1913, stating that she had a lump outside 
the rectum which had appeared three weeks pre- 
viously and that it was increasing rapidly in size. An 
examination revealed an induration very similar 
to that which has been reported in Case 1, except 
that it was in the left ischiorectal fossa. It was 
smooth, elastic, painless to palpation, and there 
was marked evidence of fluctuation. The tem- 
perature and pulse were normal. A rectal examina- 
tion revealed no lesion. A diagnosis of gumma was 
made, this being somewhat easy, owing to the 
diagnostic error in Case rt having been made only 
twenty-four hours previous. The Wassermann 
test was made and proved to be positive. Salvarsan 
was given intravenously. The gumma decreased 
rapidly in size and at the end of three weeks it had 
disappeared completely. No suppuration occurred 
in this case. A Wassermann test made one month 
ago proved negative. 

The conclusions are: Perirectal gummata are rare. 
The two cases reported are unique and of interest 
in that both were typical examples of perirectal 
gummata. In both cases the gumma was seen in 
its early, or vascular, phase. In one case it appeared 
23 years after the initial lesion; in the other case it 
appeared three years following the syphilitic in- 
fection. Both gummata were painless to palpation 
and fluctuation was detected in both. An error of 
diagnosis in one case was responsible for the incision 
and subsequent suppuration which followed. In 
the other case no incision was made and suppuration 
did not occur. No demonstrable rectal lesion could 
be discovered in either case. The induration in 
both cases disappeared rapidly under antisyphilitic 
medication. No fistula resulted in either case. 


Hassler, G. L.: Recurrence in Cancer of the Rec- 
tum (Contribution a l'étude des recidives dans le 
cancer du rectum). Théses de doct., Lyon, 1914. 

By Journal de Chirurgie. 


Hassler studies only local recurrence at the site 
of the operation, not recurrence in the glands or 


metatases. From 22 cases and many statistics he 
concludes that there is recurrence in about 52 per 
cent of the cases, a figure which is perhaps somewhat 
too low, if it is taken into account that there was 
no information in regard to many of the patients. 
The frequency of recurrence is, like the severity 
of the cancer, inversely proportional to the age of 
the patient. Young people bear the operation well 
but are apt to have early recurrence; in old people 
the operation is more serious, but the results more 
durable. Sex also has a certain influence; the results 
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are better in the female because the operation is 
easier. 

No relation could be established between the site 
of the tumor and the frequency of recurrence. It 
is difficuit to determine the exact date of the ap- 
pearance of recurrences. This date, however, does 
not seem to depend on the method of operation 
used. Recurrences are frequent during the first 
year, rare during the second, and so exceptional 
after the third that a case is cured if there has been 
no recurrence by that time. 

Extensive cancers, especially colloid cancers, are 
more apt to recur. Whatever their histological 
form, however, they may recover if a sufficiently 
extensive operation is performed. All the methods 
of operation may give good results, the chief thing 
being to remove a large area and to avoid inocula- 
tion. 

The perineal method gives permanent recovery, 
but is applicable only to a limited number of 
cases; the combined abdominoperineal method is 
very superior to the others because it permits more 
extensive removal of tissue in difficult cases. 
Nevertheless, all the methods have their indications, 
depending on the site of the neoplasm, the existence 
of extensive adhesions, the age, and the degree of 
resistance of the patient. 

Recurrence generally takes place low down in the 
perirectal cellular tissue or in the scar, rarely on 
the mucous membrane. They often extend to 
neighboring organs and frequently they develop 
backward, adhering to the sacrum and then in- 
vading it. These cases are serious because difficult 
to operate upon. In fact, operation can rarely be 
performed, because they are seen too late. In 
spite of the opinion of certain authors to the con- 
trary, operation should be performed whenever it is 
at all possible. The patient’s condition is improved, 
the pain is decreased, and one may, even after several 
operations, secure permanent cure. L. Houparp. 


Edwards, F. S.: A Protest against the Indiscrimi- 
nate Use of the Abdominoperineal Operation 
in Cases of Rectal Cancer. Prociologisi, 1914, 
Vili, 12. By Surg., Gynec. & Obst. 


The author believes that the abdominoperineal 
operation used indiscriminately in any case of cancer, 
large or small, situated high or low, causes the loss 
of many lives, for the operation is accompanied by a 
50 per cent mortality. 

Edwards believes the operation is indicated (1) 
in all cases situated in the rectosigmoid junction, 


or lower pelvic colon. (2) In cases where the spread 
of the growth is suspected outside of the bowel due 
to inflammatory adhesions. (3) In cases of rapidly- 
growing carcinoma in young people. It is contra-in- 
dicated in patients over 70 years of age and in fat 
males. 

The author has operated 89 cases by the parasacral 
or paracoccygeal method with a mortality of only 
5 per cent and a cure in 45 per cent of all cases. 

EUGENE Cary. 
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Anderson, H. G.: Post-Operative Hemorrhage in 
Rectal Surgery. = Prociologist, 1914, viii, 15. 
By Surg., Gynec. & Obst. 

The author has encountered 12 cases of post- 
operative hemorrhage: 11 in hemorrhoid cases and 
1 ina case of fistula. He classifies them as follows: 

1. Recurrent, within 24 hours after operation 
from unligated vessels or where the ligature has 
slipped. 

2, Secondary, later than 24 hours, usually due to 
sloughing or sepsis. Usually venous in character. 

3. Accidental, anything interfering with th 
operative field. 

1. Late hamorrhage, weeks, months or years 
later, due to cancer, ulceration, pernicious ane- 
mia, etc. 

Another division may be: externa! and internal 
hemorrhage. The haemorrhage if external can 
usually be controlled by packing with cotton-wool, 
or ligation; if internal, the sphincter should be 
stretched and the bleeding point ligated. 

EUGENE Cary. 


LIVER, PANCREAS, AND SPLEEN 


Strébel, H.: Talma‘s Operation and Cardiolysis 

(Talma-operation and Kardiolyse). Beitr. s. klin. Chir., 
1914, IXxxviii, 704. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports the permanent results ob- 
tained at the Erlangen surgical clinic with Talma’s 
operation and cardiolysis. The Talma’s operation 
was used ro times in cirrhosis of the liver, and de- 
tailed reports of 8 cases were obtained. In 2 cases 
there was recovery, operation having been performed 
in one case 9 years before and in the second 5 years. 
In a third case operated on 5 years before there was 
improvement; 4 patients died from three weeks to 
one and one-half years after the operation. One 
case, 7 months after the operation, showed no im- 
provement. Talma’s original method was_ used, 
also Narath’s modification introducing the omentum 
into the subcutaneous tissue, and Lanz’s method of 
transporting the testicle to the abdominal cavity. 
No special advantage was seen in either of these 
modifications. 

The author concludes that all cases of cardiac 
cirrhosis are unsuited for this operation, while the 
cases of primary liver cirrhosis give better results, 
varying with the stage of the disease. The patients 
had to be punctured several times after the opera- 
tion to keep the ascites permanently under control. 

Brauer’s method of cardiolysis was used in three 
cases of adhesions of the pericardium, which is the 
cause of cardiac cirrhosis, where there was not very 
serious affection of the myocardium. One case 
operated upon 5 years ago is still in good general 
condition; the second case died two years after the 
operation, of apoplexy; in the third, three months 
after the operation there was no improvement. 
To lay bare the heart a large flap was made with 
the base directed medially or laterally, and the 
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ribs resected at least from the third to the sixth. 

Cases in which serious changes have taken place 

in the myocardium are not suited for this operation. 
O§EHLER. 


Pfahler, G. E.: The R6éntgen Rays in the Diagnosis 
of Gall-Stones and Cholecystitis; An Improve- 
ment in Technique. J. Am. M. Ass., 1914, lxii, 
1304. By Surg., Gynec. & Obst. 

Pfahler discusses the difficulties to be overcome 
and insists on the patient being thoroughly purged 
by a bottle of magnesia at night, and the picture 
taken the next morning before any breakfast is 
eaten. He removes all clothing and has the patient 
lie on the abdomen with arms extended over the 
head; the upper part of the body is bent to the left, 
opening the space between the lower ribs and the crest 
of the ilium to the widest possible angle. He takes 
a second picture by passing the rays directly through 
the liver between the eleventh and twelfth ribs, this 
position differentiating foreign substances or con- 
cretions in the bowel. The pictures are taken while 
the patient is holding the breath. 

The author has used this technqiue in 50 cases; 
17 have not as yet been operated on. Of the 33 
which went to operation he found stones in 20, 
and the surgeon reported stones in 27. The prob- 
ability of stones was diagnosed in two others which 
were not found by the surgeon. He thinks his find- 
ing of 20 in 27 cases high, as in general not more than 
50 per cent can be shown. Joun G. Burke. 


George, A. W. and Gerber, I.: The Demonstration 
of Gall-Stones by the Réntgen Ray. Boston M. 
& S.J., 1914, clxx, 680. By Surg., Gynec. & Obst, 

The clearness of demonstration of gall-stones upon 
plates will be in proportion to the amount of calcium 
present. Pure cholesterin stones cannot be differ- 
entiated; fortunately, however, they do not cause 
many chronic disturbances. The technique is very 
simple. The complicated methods for projecting 
away the liver shadow are unnecessary. With the 
patient lying upon the table with his face down, the 
plate is placed under the right hypochrondriac 
region. The maximum of the sharp definition is 
obtained with a very small diaphragm, one and one- 
half inches in diameter, and a very small cylinder 
placed close down upon the back. It is preferable 
to use a fairly soft tube with a rapid exposure, and 
it is better not to use intensifying screens, but to use 
the simple plates as in kidney work. 

Five case reports are given with plates showing 
gall-stones and one case of ossified costal cartilage 
simulating gall-stone. 

The author believes that the demonstration of 
gall-stones by the réntgen ray has already reached 
a position in this country that warrants its more 
general use. 

It is advisable to examine the gall-bladder region 
for stones prior to every bismuth examination of the 
alimentary tract. The chief sources of error are 
renal calculi, calcified mesenteric glands, and costo- 
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These can be differentiated 
D. R. Bowen. 


chondral ossification. 
by proper technique. 


Crile, G. W.: Cholecystectomy vs. Cholecys- 
tostomy and a Method of Overcoming the 
Special Risks Attending Common Duct Opera- 
tions. Surg., Gynec. & Obst., 1914, xviii, 429. 

By Surg., Gynec. & Obst. 

From a careful study of 832 operations on the 
biliary tract performed by the author and his 
associates, the following conclusions are drawn: 

1. Considering all the later consequences of 
infection, cholecystectomy in the type of cases 
indicated shows less morbidity than cholecystos- 
tomy. In these cases the clinical end-results of 
cholecystectomy are good; in unsuitable cases chole- 
cystostomy is followed by recurrent cholecystitis. 

2. No adverse effects from cholecystectomy 
have been seen, provided that the division is made 
at the beginning of the cystic duct; that no gall- 
bladder is left; and that the division does not at all 
encroach on the common duct. This technique 
can be readily carried out. 

3. If acute infection be present, then in most 
cases cholecystostomy should be first performed, 
followed if required by a later cholecystectomy. 

4. If the gall-bladder and the cystic duct be 
approximately normal, then the gall-bladder should 
be left, cholecystostomy being the operation of 
choice. If the gall-bladder be thick, contain much 
scar tissue, be shrunken, show chronic infection of 
the wall, be much impaired; if the cystic duct be 
partially or completely strictured; or if a stone be 
impacted in the duct, then cholecystectomy should 
be performed. 

5. All gall-bladder operations, and especially 
common-duct operations, may be performed with 
a minimum of shock and discomfort by thorough 
nerve-blocking with novocaine, by sharp dissection, 
and gentle manipulation. 

6. The principal causes of the higher mortality 
in common-duct operations are the damage done to 
the nerve supply of the liver, and the loss of bile 
salts. The sharp knife dissection and the clean-cut, 
ample incision into the common duct, with the con- 
sequent minimum nerve injury and minimum 
injury to the duct and its neighborhood, and in 
suitable cases the immediate closure of the common- 
duct by suture, will immensely improve the mor- 
bidity and the mortality following common duct 
operations. 

7. The mortality rate in the 832 records studied 
for the purposes of this paper was 7 4/5 per cent. 
This mortality rate, as well as the post-operative 
morbidity, will be decreased by the application of 
the technical procedures described above. 


Mayo, C. H.: Cholecystitis and the Factors that 
Control Results of Operation. J.-Lancet, 1914, 
XXXIV, 175. By Surg., Gynec. & Obst. 


Mayo notes that the results of operation for 
cholecystitis are influenced by many conditions 
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besides those in the gall-bladder itself. Among 
these, he enumerates infections within the liver and 
bile-ducts causing changes in the balance of the 
acidity of the stomach and of the alkalinity of the 
duodenum, the presence of pyloric spasm, and 
changes in the pancreas. He calls especial attention 
to a group of lymphatic glands extending along the 
common and hepatic ducts and on the cystic duct. 
He notes that any case of cholecystitis with sufficient 
infection to produce symptoms will necessarily 
affect these glands. In the majority of cases, if these 
glands are much enlarged, a lymphoedema of the 
head of the pancreas will be found as well as infec- 
tion of the gall-bladder. An exception is the general 
swelling of the mesenteric glands through malig- 
nancy or gross abdominal infection. 

The majority of cases of cholecystitis are un- 
doubtedly best relieved by cholecystectomy. 


Mayo, W. J.: Cholecystitis without Stones or 
Jaundice, in Its Relation to Chronic Pancreati- 
tis. Am. J. M. Sc., 1914, exlvii, April. 

By Surg., Gynec. & Obst. 

The types of chronic cholecystitis without stones 
vary in intensity from the mild chronic catarrhal to 
those characterized by necrosis of the mucous 
membrane, perforation, and other manifestations of 
severe bacterial infection. Not infrequently the 
condition is associated with appendiceal infections 
of a chronic character, especially those forms of 
appendicitis in which foreign bodies, usually 
fecaliths are present. Whether or not such appen- 
dicular infections are the direct cause of the infec- 
tions in the gall-bladder has not been determined, 
but it seems possible inasmuch as bacterial or toxic 
products are picked up in the derivatives of the 
portal circulation, carried to the liver, and there 
destroyed or excreted in a modified form with the 
bile. When such infected bile is delayed in the 
gall-bladder, cholecystitis may result. 

The clinical diagnosis of cholecystitis even when 
stones are present is not always easy. With the 
palm of the hand an area may be covered which 
could be involved in pyloric and duodenal ulcer, 
disease of the gall-bladder, appendicitis and stones, 
or infections in the right kidney or right ureter. 
Pain referred to this region may also be due to small 
ovarian dermoids and early extra-uterine preg- 
nancy. Even when the abdomen is open, a gall- 
bladder markedly diseased in its mucous membrane 
may give little or no evidence of such disease by 
external examination. The strawberry gall-bladder 
represents the characteristic appearance of the 
affected villi due to loss of the epithelial covering, 
the connective-tissue base being stained with bile. 
Removing such a gall-bladder gives almost certain 
relief. The more this condition varies from the 
normal, the less the probability of cure. Chole- 
cystitis, if present, is so mild as not to cause the 
symptoms. 

In many cases the only way in which a diagnosis 
can be established is to open and inspect the mu- 
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cosa and often a microscopical examination will be 
necessary. 

If so much uncertainty exists with regard to the 
gall-bladder and its infections, much more uncer- 
tainty must exist as regards the pancreas and its 
infections. The sense of sight cannot aid in solving 
the question as in the examination of the mucosa of 
the gall-bladder and a specimen will probably not 
be removed for pathologic examination. The 
diagnosis must be established by the sense of touch 
and a certain amount of intuition on the part of the 
diagnostician which unfortunately often plays too 
large a part in his final judgment. In practicing a 
routine examination of the contents of the abdo- 
men the author states he has been surprised to find 
how frequently the pancreas showed enlargement, 
induration, and nodulation which would have 
justified a diagnosis of chronic pancreatitis if some 
disease of the biliary tract had been the original 
lesion, but in which there was no symptomatic 
evidence that pancreatic inflammation existed. 
Well-marked cases of chronic interlobulary pan- 
creatitis involving the head and often the entire 
pancreas, present conclusive evidence of pan- 
creatitis. Such extreme evidences of chronic pan- 
creatitis are seldom found without infection of the 
biliary tract, but, in cases less marked, the evidence 
is often insufficient to establish the diagnosis 
especially when neither gall-stones nor jaundice are 
present. There is still another group of cases in 
which cholecystitis of the chronic type without 
gall-stones and without jaundice is accompanied by 
undoubted chronic interlobular pancreatitis. In 
such cases there is no dilatation of the common duct 
nor is the gall-bladder distended. 

In the presence of chronic pancreatitis without 
jaundice and without evidences of back pressure on 
the biliary tract, the gall-bladder should be removed 
if it shows marked evidence of chronic cholecystitis, 
especially the strawberry type. 


Danis, R.: Results of Grafting Blood-Vessels on 
the Bile Passages (Résultats de la greffe de vais- 
scaux sanguins sur les voies biliaires). Ann. Soc. 
belge de chir., Brussels, 1913, xxi, 243. 

By Journal de Chirurgie. 


A rec- 


Danis operated on two dogs as follows: 
tangular piece was cut from the lower surface of the 
gall-bladder and replaced by a segment from the 


jugular vein. Three months later he examined the 
results. The peritoneum was entirely normal, the 
internal surface of the liver free of adhesions. The 
gall-bladder appeared normal in situation, motility, 
form, color, and size. Its surface was smooth; the 
graft was not visible. Histologically the wall was 
of normal thickness, there being no cicatricial tissue. 
The vein was scarcely changed. It was covered 
outside by a layer of cells representing a new serous 
membrane; on the interior with a connective-tissue 
and epithelial covering, with a structure exactly 
like that in the rest of the bladder. It was dis- 
tinguished from the latter only by fewer folds and 
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by the absence of lymphatic follicles. The process 
of regeneration was evidently analagous to that 
seen in injuries of the cornea. The bladder wall, 
considering the vein as a sort of middle tunic, had 
extended its mucous and submucous coats over it 
and its serous coat under it. Extending from the 
periphery to the center of the graft this reparation 
had resulted in a complete restitutio ad integrum. 
The conclusion is drawn from this that vein tissue 
serves as a perfect graft in the bile passages from 
the plastic as well as from the functional point of 
view. J. Dumont. 


Carrera, J. A.: Splenectomy in Diseases of the 
Spleen (La splénectomie dans les affections de la 
rate). Théses de doct., Buenos Aires, 1914. 

By Journal de Chirurgie. 
This important work discusses splenectomy in 
all the diseases of the spleen for which it has been 
performed. Interesting anatomical, physiological, 
and clinical points bearing on the pathology of the 
spleen are brought out, but the especially interesting 
portion of it is the résumé of all the cases published 
in the Argentine Republic from 18908 to 1913, num- 
bering 27. They may be classified as follows: 

Lymphosarcoma 1 operation with recovery. 

Angiosarcoma 1 operation with recovery. 

Banti’s disease. . . 

Rupture of the spleen....7 operations with 4 re- 

coveries and 3 deaths. 

operations with 1 re- 
covery and 1 death. 

Torsion of the pedicle 1 operation with recovery. 

Malarial splenomegaly....5 operations with re- 

covery. 

Primary tuberculosis. ....1 operation with recovery. 


Injuries of the spleen... . . 2 


SURGERY OF THE 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cone, S. M.: Osteomyelitis at the Sacro-Iliac 
Joint with Gas Bacillus Infection. Am. J. 
Orth. Surg., 1914, xi, 380. 

By Surg., Gynec. & Obst. 

The author reports a case of gas bacillus infection 
of the ilium around the sacro-iliac joint, in which at 
autopsy the bacilli were demonstrated in the bone, 
the muscle and the liver and all the tissues of the 
body being infiltrated with gas. It is not stated 
what was the scource of the infection in this case 
but the general statement is made that most of 
such cases follow an infection of an open wound. 

The organisms are very seldom found in the blood, 

and only with great difficulty get into the general 

circulation. In this case there was necrotic bone at 
the iliosacral region from which the infection started 
and progressed insidiously. W. A. CLark. 
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Leukemia 

Cancer of the pedicle 
Hydatid cyst 
Splenomegaly 


I operation with recovery. 
I operation with recovery. 
3 operations with 1 re- 
covery and 2 deaths. 
The author advises that the patient be placed in 
the dorsal position inclined toward the side by the 
aid of Rio Branco’s apparatus. He reviews the 
different incisions, but does not express a preference 
for any one, and describes the classical technique 
for splenectomy. He closes with the advice to lessen 
the indications for splenectomy as he considers the 
spleen an important organ. SaLtvA MeErcapé. 


MISCELLANEOUS 


Kellogg, F. S.: Ptosis; a Cause of Gynecological 
Failure. Boston M.&S.J., 1914, clxx, 646. 
By Surg., Gynec. & Obst. 

The author reports four cases typical of ptosis 
being a cause of gynecological failure. All these 
patients were operated upon, but they were little 
relieved. They had symptoms of ptosis when the 
author saw them. Three of the patients had com- 
plained of ptosis previous to operation. They were 
relieved of all symptoms by mechanical support of 
the abdomen. 

The author enters into a discussion of the diagno- 
sis of this condition and emphasizes the fact that the 
treatment of uncomplicated ptosis belongs to the 
orthopedic surgeon. Failure in many cases to 
secure proper results is due to improperly fitting 
corsets, insufficient directions, and corsets made of 
relatively cheap, stretchable material, which stop 
doing their work in from four to seven days after 
being fitted. Epwarp L. CorNELL. 


EXTREMITIES 


Klinens, J.: Radiographic Diagnosis of Bone 
Sarcoma (Le diagnostic radiographique des sar- 
comes osseux). Paris méd., 1914, Iv, 129. 

By Journal de Chirurgie 


Radiography not only enables us to make a 
diagnosis of sarcoma of the bone, but in many cases 
aids in determining its point of origin and _ histo- 
logical structure. Osteosarcomas are divided into 
two groups: (1) central or myelogenous sarcomas, 
and (2) peripheral or periosteal sarcomas. All bone 
sarcomas begin in the diaphysis near the articular 
cartilage, never in the epiphysis. Radiography 
shows the integrity of the epiphysis separated from 
the neoplasm by the solid barrier of the articular 
cartilage. 

Peripheral sarcomas generally involve the periph- 
ery only, while the central ones, though they also 
may develop tremendously just beneath the perios- 
teum, have extended further down, so that the 
distinction between the two is made, not by the 
preponderance of periosteal development, but by the 
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amount of destruction of bone tissue. The perios- 
teum is broken through only in the late stages of the 
disease. Often a shell impregnated with calcium 
salts is formed around the tumor; whatever its 
thickness it shows very clearly on the radiographic 
plate. Sometimes the neoplasm shows bony trabe- 
cule which tend to limit its growth; the peripheral 
sarcomas especially show this tendency. 

Bone sarcomas may be confused in diagnosis with 
scorbutus, syphilis, chronic arthritis, and white 
swelling. Radiography simplifies the differential 
diagnosis. In scorbutus the terminal surface of the 
diaphysis shows an opacity greater or less in extent, 
very intense and irregular in form. This sign is 
characteristic and often determines the diagnosis 
without the history or clinical examination. Syphi- 
lis may cause more or less destruction of bone by the 
formation of gummata, but it forms more bone tissue 
than it destroys, while the opposite is true of 
sarcoma. 

Syphilis of the diaphysis is characterized by re- 
traction of the medullary canal and the abundant 
formation of bony lamella. In the epiphyseal form 
there are clear spots indicating rarefying osteitis, 
or even small intra-osseous gummata. Chronic 
arthritis sometimes does not show any appreciable 
change in the bone; sometimes. as in arthritis de- 
formans, there are numerous small neoplasms at the 
angles of the patella and at the edges of the particu- 
lar cartilage where it is continuous with the perios- 
teum. The synovial form of white swelling is 
characterized by marked swelling of the joint. which 
is studded with fungosities, shows more or less 
pronounced decalcification and no destruction of 
bone; the bony form shows lesions of the trabecule, 
limited, at first at least, to the epiphysis. 

There are also some sources of error in radi- 
ography. The opacity of ossifying sarcomas is 
sometimes so intense and uniform that all detail 
is absent and a diagnosis of osteoma might be made 
if it were not for the history and clinical examina- 
tion. Some sarcomas escape radiographic diagnosis 
by the opposite characteristics; that is. by the absence 
of ossification and destruction of bone. In a case 
of subperiosteal hamatoma in a child, resulting 
from a traumatism of the thigh, Klinens saw a thin 
but clearly defined shell surrounding the diaphysis 
of the femur. This shell was formed of calcified 
periosteum, and microscopic examination of it 
showed there was no sarcoma present. In the 
majority of cases the radiographic picture of 
osteosarcoma is pathognomonic, but there are 
cases where a definite conclusion is impossible. 

J. Dumont. 


(Uber Pagetsche 
klin. Chir., 1914, 


Dax, R.: Paget’s Bone Disease 
Knochenerkrankung). Beitr. sz. 
Ixxxviii, 641. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

-aget’s disease, or ostitis deformans, is a disease 

of advanced age, which progresses slowly and 
generally causes no other disturbance than that 


produced by the deformity of the skeleton. It 
generally begins in the skull and then affects in 
succession the tibia, femur, pelvis, spinal column, 
clavicle, ribs, humerus, and radius, frequently 
symmetrically but sometimes unilaterally. The 
bones become larger and softer, bent and mis- 
shapen. The spinal column shortens so that the 
height is decreased. The diaphyses of the long 
bones are affected, the joints are not. The form 
of the body, with its enormous skull and the appar- 
ently elongated arms reaching to the knees, re- 
sembles that of the anthropomorphous apes. 
There are often pains in the diseased bones — rheu- 
matic, gouty or neuralgic in nature, without periodic 
or nightly exacerbations. 

The complications are those to be expected at the 
age at which it occurs: arteriosclerosis, atheroma- 
tosis, ulcers of the leg, heart affections, lung diseases 
caused by the limitation of the respiration, and 
very frequently multiple malignant tumors of the 
bones. Spontaneous fractures are rare, in contrast 
with fibrous ostitis. 

Histologically, there is diffuse destruction of the 
bone-marrow with fibrous transformation, widening 
of the haversian canals, decrease in the Jamellie, 
with destruction and new formation of bone sub- 
stance, the former exceeding the latter in degree. 
The disease has been attributed to heredity, trauma, 
gout, rheumatism, changes in the nervous system, 
the influence of the glands of internal secretion, 
senility and hereditary syphilis, but as a matter of 
fact, the etiology is unknown. There is great 
similarity to fibrous ostitis, but in the latter disease 
there are cysts and tumor formation, while in 
Paget's disease there are only fibrous foci in the bone. 
Treatment has been without effect except in one 
case that was treated successfully with calcium 
jactate. The author in conclusion gives the history 
of a typical case of his own in a woman 70 years old. 

SCHULTZE. 
Hartung, A.: Some Unusual Bone Lesions. 1. 
J. Réulgenol., 1914, i, 201. 
By Surg., Gynec. & Obst. 

The author reports 2 cases of osteitis fibrosa 
deformans (Paget’s disease); one case of osteitis 
fibrosa or multiple bone cyst, and 3 cases of hyper- 
trophic osteo-arthropathy of Marie. 

In the cases of Paget’s disease there was, grossly , 
bowing and enlargement of the long bones and 
hyperostosis and thickening of the flat ones. The 
minute changes showed a coincident porosis and 
sclerosis, one or the other processes predominating 
in different parts. The fine markings ordinarily 
shown in the cancellous ends of the long bones were 
replaced by a coarse trabeculation which extended 
into the shafts. In some cases the process simulated 
periosteal thickening; in others, irregular decalcifi- 
cation gave an appearance of caries. Near the distal 
end of both the ulne and radii of one case, uniform 
absorption of lime salts of a limited area had oc- 
curred, resembling cyst formation. In the tibia of 
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both cases the lumen of the medullary canal was 
practically obliterated, having been replaced by 
irregular lamelle of bone. 

With the exception of the spine, the joints were not 
involved. The process extended throughout the 
epiphyses, but there was no noticeable irregularity 
of the joint surface, nor was there anything suggestive 
of atrophy of the joint cartilage. 

The skulls of both patients showed well marked 
and similar changes. The calvarium was markedly 
thickened, especially at the base, and an abnormal 
porosity in places gave it a marked mottled effect. 
The sella turcice were found to be about normal. 

The case of osteitis fibrosa showed a cystic con- 
dition in both clavicles, some of the ribs, both 
tibia, one fibula, and one of the metatarsals. Frac- 
tures had occurred in both humeri and in both 
femurs. Most of the tumors showed a localized 
decalcified area with compartments, surrounded by a 
thin, expanded shallow bone. In the right tibia a 
late picture shows this shell apparently broken and 
the growth has all the X-ray appearance of sarcoma. 

Of the 3 cases of osteo-arthropathy of Marie, one 
was tubercular, one clinically tubercular with nega- 
tive Von Pirquet and Wassermann, and one had a 
clinical diagnosis of probable Hanot’s cirrhosis; the 
lungs were negative. These cases each showed an 
osteoperiostitis, always most marked over the 
metacarpals and metatarsals, next in degree at the 
distal ends of the ulna, radii, tibia, and fibule. A 
similar process extended along the long bones near 
other bones affected, a condition not shown in the 
Joint surfaces 


description of other cases recorded. 
were not found to be involved and clubbing at the 
ends of the fingers and toes was not accompanied 


by bone changes. D. R. Bowen. 
Landois, F.: Central Surgical Bone Disease (Uber 
zentrale chirugische Knochenerkrankungen). Med. 
Klin., Berl., 1914, x, 269. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


With the aid of the réntgen picture it is frequently 
possible to diagnose bone diseases that cannot be 
differentiated clinically. The author discusses the 
diseases of the center of the bone that have been 
recognized thus far. The red lymphatic marrow of 
youth changes gradually into fat marrow. This is 
important in the prognosis of fractures at an ad- 
vanced age, for fat embolism is seldom observed 
in children. But different influences, such as long 
rest in bed, bandages, etc., may cause the bone to 
atrophy, the cortex becomes thin, the structure looks 
transparent and spotted in the réntgen picture, and 
the red marrow is transformed into fatty marrow; 
the protection against embolism has disappeared. 
On the other hand, the lymphatic marrow, poor in 
fat, has certain dangers. On account of the pres- 
ence of numerous blood-vessels in the marrow cavity 
there is a predisposition to severe bone diseases, 
since it has been bacteriologically demonstrated 
that the bone-marrow in most acute infectious dis- 
eases contains bacteria. 
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Sometimes there is a phlegmon of the marrow. 
Here diagnosis is comparatively easy; it is more 
difficult in the chronic forms of osteomyelitis. If 
there is a cyst with round, smooth walls it may be 
tuberculosis or _ coccus osteomyelitis, although 
generally in the latter there is new formation of 
bone because of irritation of the periosteum, which 
is generally lacking in tuberculosis which leads to 
caseation. In bone syphilis we have multilocular 
cysts or large granulation tumors originating from 
the periosteum. 

There is a short discussion of actinomycosis and 
echinococcus. Multilocular cysts are also found in 
fibrous ostitis, while solitary ones are found, among 
other diseases, in myelogenous giant-celled sarcoma. 
Myelomata also originate from the marrow, and 
sometimes also chondromata when there are small 
islands of cartilage from the embryonic period 
remaining in the marrow, but these are easily recog- 
nized in the réntgen picture by their nodular 
structure. Cartilaginous exostoses owe their origin 
to similar islands of cartilage. Osteomata, fibro- 
mata, and myxomata occur more rarely. There 
is no primary carcinoma of the bone; at most an 
epithelial cancer may arise in bone from prolifera- 
tion of skin or mucous membrane in fistulz leading 
into the bone. 

Cholesteatomata of the astragalus are interesting 
from the point of view of the history of development, 
as are also dermoids of the frontal cavity, adaminto- 
mata, etc. Not all of these diseases are satisfactori- 
ly explained; many problems still await solution, 
as for example, the fact that certain carcinomata, 
cancer of the breast and prostate, have a special 
tendency to produce metastases in bone-marrow, 
as do also hypernephromata, Grawitz’ tumors of the 
kidney, and malignant goiter. KNOKE. 


Mayer, L. and Wehner, E.: Importance of Indi- 
vidual Components of Bone Tissue in the 
Regeneration and Transplantation of Bone 
(Neue Versuche zur Frage der Bedeutung der ein- 
zelnen Komponenten des Knochengewebes bei der 
Regeneration und Transplantation von Knochen). 
Arch. f zlin. Chir., 1914, Ciii, 732. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
In experiments on dogs, freely transplanted 
periosteum and periosteum after subperiosteal re- 
section of bone reproduced bone, while there was no 
growth when the periosteum was removed from the 
surface of the transplanted bone. In bone trans- 
plantation the bone-cells showed no new formation 
of bone, while the periosteum was active in this 
respect and also the endothelial cells of the marrow 
cavity and the haversian canals. Bone that is 
macroscopically free from periosteum can be trans- 
planted because it retains the osteoblasts of the 
cambium layer and the endothelial cells of the 
marrow cavity and the haversian canals. 
From these experiments it follows that in man 
the bone must always be transplanted with its 
periosteum or at least with as much of the cambium 
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as possible. A part of the transplanted bone dies, 
another part lives until the transplant is vascular- 
ized. The dead bone is partially dissolved by the 
young bone-cells which form new bone at the same 
time, which is gradually substituted for the old and 
penetrates into the old empty bone cavities. 
KIRSCHNER. 


Walther, H.W.E.: Gonorrheeal Metastatic Arthri- 
tis. Boston M.& S.J., 1914, clxx, 561. 
By Surg., Gynec. & Obst. 


The author reviews some of the more recent 
literature concerning metastatic gonorrheeal arthri- 
tis. Infection of this type usually takes place after 
the acute urethral manifestations, although this is 
not always the rule, two cases cited occurring in 
from 13 to 21 days. Thirty per cent involve one 
joint, 70 per cent are polyarticular. The knee, 
ankle, and wrist joints are most commonly involved. 

The types of infection are: 

1. Arthralgia without. definite lesions in the 
joint. 

2. Acute serous synovitis with much periarticular 
swelling. 

3. Acute fibrinous and plastic synovitis with 
slight effusion. 

4. Chronic serous or purulent synovitis. 

5. Involvement of bursze and tendon sheaths. 

Treatments consisting of injection of 2 per cent 
formalin and glycerine; seminal vesiculotomy; actual 
cautery; blood-letting; aspiration and the usual 
applications; prostatic massage; Bier’s bandage; 
lead and opium; ice caps; packs; saturated solution 
of magnesium sulphate and ichthyol, are recom- 
mended. Serotherapy and vaccine therapy are 
yet of doubtful value. Autogenous vaccines appear 
more efficient. 

Surgically the infection has been treated with 
more or less success by (1) aspiration; (2) aspira- 
tion and antiseptic injection; (3) incision, irrigation 
and drainage; and (4) seminal vesiculotomy. 

The latter has not been accepted by most con- 
servative surgeons, but if the focus lies in the 
seminal vesicles, the present trend will probably 
demand its more common use. 

H. W. MEYERDING. 


Lehmann, E.: Post-Traumatic Ossification in the 
Region of the Elbow-Joint (Posttraumatische 
Ossificationen im Gebiete des Ellenbogengelenks). 
Deutsche Ztschr. f. Chir., 1914, cxxvi, 213. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The first cases of myositis ossificans that were 
observed in the region of the elbow-joint were all 
in connection with posterior dislocation and so were 


regarded as a consequence of that injury. Machol 
in 1908 and others afterward assumed that the 
replacement of a posterior dislocation as a rule 
caused a circumscribed ossification in the muscula- 
ture of the elbow. But even if such a connection 
exists, the author believes that there must be other 
factors of a more general nature producing ossi- 
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fication, for it has been found after other injuries 
than dislocation and has been lacking in dislocations 
of other joints, as it is found only very rarely in any 
other joint. 

The author has collected 37 cases of ossification 
of the elbow-joint from 1902 to 1910 and publishes 
the case histories. The réntgen pictures are very 
interesting and all of them show bone proliferation 
in the brachialis anticus, and some of them at the 
insertion of the triceps from the size of a cherry up. 
The epiphysis and sometimes also the diaphysis of 
the humerus was surrounded by masses of callus. 
By no means all of these appeared after dislocations; 
in fact, posterior dislocation occurred in only 19 
cases; some of them came after fractures or even 
simple sprains. There was always a trauma of 
some sort, though in some cases it was very slight. 

Lehmann does not answer the question of whether 
the bone proliferation originated in the muscle or 
periosteum, because the osteoblastic form, originat- 
ing from periosteum, and the metaplastic, originating 
from connective tissue, appeared side by side. But 
there was certainly some purely intramuscular 
proliferation of bone, without participation of the 
periosteum. As evidence, he cites the réntgen pic- 
tures and the findings on operation, where bone and 
periosteum were found completely intact. 

Several factors are brought forward as possible 
causes of the ossification of the soft parts: first, that 
the anatomical form of the elbow with its various 
projecting ends of bone renders it specially liable to 
mechanical injury; hemorrhage plays a certain part 
in the formation of new bone and also the synovial 
membrane. But there is still the question of why 
ossification should occur so often in the elbow and 
not in other joints. It cannot be explained without 
the hypothesis of individual predisposition. 

As to clinical course and diagnosis the author, 
with others, believes unreservedly in conservative 
treatment, for these bone proliferations tend to 
disappear spontaneously. It is especially impor- 
tant in treating recent injuries to avoid all forced 
movements. The prognosis depends on the kind 
of proliferation, its size and location, and its capacity 
for absorption. KNOKE. 


Leonhard: Treatment of Tuberculosis of the 
Shoulder-, Elbow-, and Wrist-Joints and Its 
Results (Uber die Behandlung der Tuberkulose des 
Schulter-, Elbogen- und Handgelenks und _ ihre 
Erfolge). Beitr. 2. klin. Chir., 1913, xxvii, 125. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author collected the results that have been 
obtained for the past 19 years at Garre’s clinic in 
the treatment of tuberculosis of the upper extremity. 

Of 145 cases treated, 25 were tuberculosis of the 

shoulder-, 79 of the elbow-, and 41 of the wrist- 

joint. The treatment was individualized according 
to the anatomical location and the function of the 
joint. The average age of the patients with shoul- 
der-joint tuberculosis was 27.3 years. 

In the etiology, the disease was reported as spon- 
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taneous in 17 cases, due to trauma in 8, and hered- 
itary taint in 3. The diagnosis may be confused 
with osteomyelitis, syphilis, and arthritis deformans. 
In 31.5 per cent of the cases the disease was in the 
humerus alone, in 10.5 per cent in the articulation 
between the clavicle and acromion process, in II 
per cent in the glenoid cavity of the scapula, and in 
47 per cent the whole shoulder-joint was involved. 
There was caries sicca in 12 per cent. 

The treatment was conservative, consisting of 
injections, Bier’s hyperemia, hot air, and rest. If 
this was not successful excochleation or even resec- 
tion was performed. Eight cases were treated 
conservatively, excochleation was done in 5, and 
resection in 12. 

The author comes to the conclusion that the 
resected cases gave the best permanent results. 
The etiological factors were the same in tuberculosis 
of the elbow-joint as in the shoulder-joint. The 
entire joint was involved in 60.3 per cent of the cases. 

Garré believes that in children it should be treated 
conservatively by placing the arm at rest in the 
right-angled position, while in adults resection 
should be performed. Resection was performed 
in 34 cases and the immediate and late results were 
the best in these cases. Excochleation was per- 
formed 20 times and 5 of these cases recovered 
completely. Amputation was performed in 4 cases. 

Of 40 cases of wrist-joint tuberculosis which were 
treated, 22 were in males and 18 in females. The 
right hand was chiefly involved in the males. The 
males were attacked with tuberculosis of the wrist- 
joint at a more advanced age than in the other two 
joints. The treatment was as conservative as 
possible and when operation was performed the 
neighboring tissues were spared whenever feasible, 
only the diseased tissue being removed and conser- 
vative after-treatment given. In tuberculosis of 
the wrist-joint no really satisfactory results were 
obtained, either immediate or late, nor was the 
function restored, so that tuberculosis of this joint 
offers the worst prognosis of all the forms of joint 
tuberculosis both as to life and function. 

VorSCHUTZ. 


Allison, N.: Tuberculosis of the Hip; an Analysis 
of Twenty-Five Selected Cases. Tr. Am. Orth. 
Ass., Phila., 1914, June. By Surg., Gynec. & Obst. 


The purpose of the article is to consider the rela- 
tive value of prolonged traction and prolonged 
fixation in tubercular hip disease. The literature is 
briefly reviewed. Bradford’s traction splint was 
used on fourteen cases and fixation plaster of Paris 
spicas on eleven. These cases are reported after a 
sufficient period of time has elapsed to justify the 
conclusion that the disease process has healed and 
the results obtained are ultimate, in so far as the hip 
isconcerned. The cases are studied from the stand- 
point of shortening, motion, and deformation. The 
results are checked by frequent radiograms. 

The average shortening where plaster of Paris 
spicas were used was 1.45 inch; where the Bradford 
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traction-abduction splint was used it was .56 of an 
inch. Where plaster of Paris spicas were used the 
average atrophy of the thigh was 1.47 inch, and of 
the calf one-half inch; where the Bradford traction- 
abduction splint was used the average atrophy of 
the thigh was 1.27 inch and of the calf .76 of an 
inch. From this latter observation the conclusion 
may be drawn that the use of traction does not 
materially increase the amount of atrophy. Mo- 
tion was preserved in all the hips treated with trac- 
tion-abduction splint and was lost in 60 per cent of 
the cases treated with plaster of Paris spicas. 

The author is led to conclude further that in any 
treatment given tuberculosis of the hip it is essential 
that the case under treatment be very carefully 
watched. This is most easily done where it is ne- 
cessary to observe the case frequently, a condition 
made necessary by the care of the traction splint. 

Abscesses have occurred in 33% per cent of the 
cases treated with plaster of Paris spicas, and in 4o 
per cent of the cases treated with traction-abduction 
splints. 


Rogers, M. H.: Tuberculosis of the Knee in 
Adults; Prognosis and Treatment. Tr. Am. 
Orth. Ass., Phila., 1914, June. 

By Surg., Gynec. & Obst. 


The author reports the cases of tuberculosis of 
the knee in adults at the Orthopedic Clinic of the 
Massachusetts General Hospital during the last 
fourteen years. He compares the nature of the 
disease and the results of treatment with similar 
statistics from certain children’s clinics. 

One hundred consecutive records of tuberculosis 
of the knee were studied to ascertain the results of 
the most common form of treatment, fixation by 
means of plaster of Paris bandages, there being no 
record of a case cured by the conservative method. 

Twenty-six cases were studied very thoroughly 
during the last four years, all of them being sub- 
jected to operation, and it was found that as far as 
can be proved clinically, all but one case had its 
origin in the synovia, which is contrary to the ordi- 
nary conception that tuberculosis starts near the 
epiphysis and extends to the capsule secondarily. 

The conclusions as to treatment are that conserva- 
tive methods do not show good results; that exci- 
sions when performed after there is marked destruc- 
tion of the joint cause a slow convalescence; that 
better results will be obtained if an excision is done 
as early as the diagnosis can be made positively; 
that it is often necessary to perform an exploratory 
arthrotomy to make a positive diagnosis. 


Hayem, L.: Penetrating Injuries of the Knee-Joint 
(Les plaies pénétrantes de l’articulation du genou). 
Théses de doct., Par., 1914. By Journal de Chirurgie. 


The author’s work considers only injuries to the 
knee in civil life. They are more serious than is 
generally believed and of the cases considered in 
this thesis not one escaped surgical intervention. 
The functional result was certainly better in the 
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cases operated upon early. The three deaths were 
in patients operated on late, from the fourth to the 
tenth day. In one case there was resection of 
the knee with recovery; all theothers were treated by 
extensive arthrotomy. The conclusions reached axe: 

In slight joint injuries, immediate arthrotomy 
should be performed if there is a foreign body; 
arthrotomy within the first twenty-four hours if 
there is distention of the synovial sac; in other cases 
the surgeon should be ready to intervene at the first 
sign of joint infection. 

2. In large injuries drainage should be freely 
used after excision of the contused tissues. 

3. In case of persistent suppuration and aggrava- 
tion of the general condition, resection of the 
knee-joint should be performed without hesitation. 

L£on IMBERT. 


FRACTURES AND DISLOCATIONS 


Moore, J. E.: Fractures of the Neck of the Femur. 
Old Dominion J., 1914, xvii, 133. 
By Surg., Gynec. & Obst. 

The author advocates very warmly the so-called 
anatomical method of Maxwell of treating fractures 
of the hip. He states that Maxwell, Ruth, Whitman, 
and others have demonstrated the fact that fractures 
of the neck of the femur can be treated about as 
successfully as those of the shaft and that the prac- 
tically hopeless prognosis as to function given in most 
textbooks is based on the results of the older meth- 
ods of treatment. 

The reason for the failure of the old methods lies 
in the fact that the fragments are not brought into 
apposition. Maxwell’s method in brief consists in 
adding a side pull to the Buck’s extension, the result 
of the two pulls being a pull outward in the long 
axis of the neck of the femur, thereby rendering the 
capsule tense and bringing the fragments into proper 
relation. 

The method allows full control of the limb so that 
the tendency to eversion may be easily corrected. 
Slight flexion movement of the knee is possible which 
in older people is of especial advantage in preventing 
ankylosis. The patients are allowed and encouraged 
to sit up in bed and there is no danger of disturbing 
the fragments because the head rotates in the 
acetabulum. This adds much to the comfort of the 
patients and prevents hypostatic pneumonia. The 
author believes that while Whitman’s method of 
extreme abduction and retention in plaster is un- 
doubtedly the best for children, Maxwell’s method is 
to be preferred for adults because it is more com- 
fortably and conveniently applied. 

F. J. GAENSLEN. 


Scott, H. A.: A Treatment of Fractured Femur. 
J. Okla. St. M. Ass., 1914, vi, 462. 
By Surg., Gynec. & Obst. 


The treatment of fractures of the femur by means 
of Brown’s modification of the Hodgen splint is 
described. The splint is recommended because it 
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is cheaply and easily made; it is easy to apply and 
keep in order; it is comfortable for the patient; and 
the results are perfect in almost every case. The 
patient sits up in bed from the time the splint is 
applied. The author especially recommends its use 
in the treatment of intracapsular femur fractures. 
A Buck’s extension is applied to the leg and 
attached to the distal end of the splint. This holds 
the leg well down in the splint and is also the means 
of applying traction. The splint containing the leg 
is suspended from the ceiling so that it hangs freely 
at all times. By adjusting the straps or cords the 
eversion is slightly overcorrected and the longitudi- 
nal axis of the legis preserved. Abductionis produced 
by pushing the bed to one side. R. O. Ritter. 


Parthenay, C. de: Treatment of Fractures of the 
Leg by the Ambulant Method (Contribution 4 
Pétude du traitement des fractures de jambe par 
la méthode de marche directe). Théses de doct., 
Par., 1914. By Journal de Chirurgie. 


The author reviews the various methods of 
treating fractures of the leg, with special considera- 
tion of the ambulant treatment. He describes in 
detail Guillot and Boissiére’s bivalve apparatus 
and Delbet’s apparatus. The advantages of the 


former are its removability, the possibility of 
dressing the wound of an open fracture, and the 
possibility of removing the apparatus at night, 
about the twentieth day; also the possibility of 
giving the patient other treatment, such as massage, 


electricity, and hot air, and the fact that a sufficient 
degree of pressure can always be preserved, by 
tightening the crepe bands, even after the disap- 
pearance of the oedema. 

The simplicity of Delbet’s apparatus is empha- 
sized. It can be applied in most fractures of the 
leg, even when low down; it permits inspection of 
the site of the fracture but has to be changed two 
or three times as the cedema decreases. Twenty- 
three cases of fracture of the leg treated by this 
method are reported, 16 of them with Delbet’s 
apparatus. Unfortunately the histories are too 
brief to be valuable as statistics. Six of the cases 
were fracture of the tibia in children from 6 to 16, 
with very little displacement. In 7 cases Guillot and 
Boissiére’s apparatus was used; one was a compound 
fracture of both bones of the leg, but the apparatus 
was applied only 6 months after the accident 
because a fistula persisted. The other 6 cases were 
oblique fractures of the tibia with fracture of the 
fibula, but with little or no displacement. The 
apparatus was applied soon after the accident and 
the results were satisfactory, the patients being able 
to resume their work very soon. L. CAPETTE. 


Anzilotti, G.: Study of Anterior Dislocation of the 
Head of the Radius (Contribution 4 l’étude des 
luxations antérieures de la tete du radius). Riforma 
med., 1914, XXX, 289. By Journal de Chirurgie. 


The first case reported was a recent forward dis- 
location of the head of the radius. A boy of 8, 
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while carrying his little brother on his back, fell and 
struck on his elbow. Examination an hour later 
showed: (1) Decrease of the transverse diameter; 
(2) increase in the anteroposterior diameter; (3) the 
bony projection of the head of the radius could be 
felt and movements of the diaphysis communicated 
to it; (4) complete extension was impossible, and 
flexion could not be carried to more than a right 
angle. Radiography confirmed the diagnosis of 
dislocation without fracture of the ulna. Reduction 
was easy by hyperextension and traction on the 
forearm while the head of the radius was pushed 
toward its cavity. There was slight compression 
on the head of the radius and immobilization in a 
position of extension. There was such severe pain 
in the forearm that it was necessary to open the 
apparatus. A diagnosis of radial neuritis was made, 
which was overcome by massage, hot baths, and 
electrical treatment. Radiography 1o days later 
showed good reduction. 

The second case was an old dislocation of the head 
of the radius. A boy of 7 had fallen with his arm in 
forced extension a year before. When he entered 
the hospital there was valgus of the elbow to 155 
degrees; a spherical tumefaction which was the head 
of the radius; limitation of extension; flexion was 
possible barely to a right angle. Radiography con- 
firmed the diagnosis. The head of the radius was 
resected and the arm immobilized in extension for 
12 days. The result was excellent, as flexion and 
extension became normal. 

The author emphasizes the possibility of injury 
to the radial nerve. In old luxations he thinks the 
new joint that is formed often permits almost all 
the necessary movements without any operation. 
In recent dislocations radiographs should always be 
taken. He believes that reduction should be main- 
tained by immobilization in extension and moderate 
supination. At the same time there should be slight 
pressure on the head of the radius. If this is not 
sufficient open operation must be performed. In 
old dislocations the operation of choice is conserva- 
tive resection, which gives good results and allows 
the development of the function of the joint. 

CH. VILLANDRE. 


De Smeet: An Unusual Luxation of the Meta- 
carpals (Une luxation rare des métacarpiens). 
Ann. soc. de méd. de Gand, 1913, iv, 437. 

By Journal de Chirurgie. 

De Smeet describes a curious lesion which he has 
not found described anywhere in medical literature 
and which he therefore considers, if not unique, at 
least extremely rare. A man of 25 had been treated 
for an open fracture of the middle third of the 
leg by careful disinfection with tincture of iodine, 
immobilization, and massage. He had left the 
hospital at the end of three weeks apparently com- 
pletely cured but returned about three weeks later. 

He walked perfectly, as well as before the accident, 

but he complained of a painful sensation in the sole 

of the foot at the head of the third metatarsal. The 
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pain was not very acute and was produced by pres- 
sure of the foot on the ground. 

Upon examination, it developed that the patient 
had had another injury which had not attracted 
the least attention during his stay in the hospital. 
There had been complete luxation of the fifth and 
seventh metacarpals, one under the other inwards, 
and fracture of the head of the third metatarsal. 
Radiography confirmed these facts. A very re- 
markable feature was that while the metatarsals 
were displaced inwards the phalanges of the toes 
were in an absolutely normal position. The lesions 
seemed to indicate that the foot had suffered con- 
siderable violence at the external surface of the 
row of metatarsals, while the toes were fixed in 
some fashion so that they could not follow the 
impulse. 

The patient had never complained of his foot; all 
the manipulation in reducing the fracture had not 
caused any pain in that region, although the 
physician who cared for him at the time of the 
accident said that his shoe had been torn into 
shreds. The author has him under observation and 
if the pain increases, a greater or less part of the 
dislocated metatarsals will doubtless have to be 
resected. J. Dumont. 


Feldmann, A.: A Case of Central Luxation of the 
Femur (Ein Fall von Luxation femoris centralis). 
Dissertation, Halle, 1913. By Journal de Chirurgie. 


Central dislocation of the femur—that is, the 
penetration of the head of the femur through the 
perforated acetabulum into the pelvis—is one of the 
rarest dislocations of the hip-joint. In all cases it is 
caused by great violence. It is purely traumatic. 
The first symptom is the position of the hip on the 
affected side. 

In the author’s case there was flexion and 
outward rotation. In other cases the position 
is different. Sometimes abduction and outward 
rotation, sometimes adduction and_ outward 
rotation. In all cases there is outward rotation. 
Replacement is typically easy and generally not 
very painful, but after the cessation of the force 
that has restored the leg to position it slowly settles 
back into the faulty position. Treatment in uncom- 
plicated central dislocation consists chiefly in re- 
placing the displaced head of the femur. The 
prognosis should be guarded. Fritz Loes. 


SURGERY OF THE BONES, JOINTS, ETC. 


Morestin, H.: Disarticulation of the Hip with 
Resection of the Acetabulum in Old Cases of 
Coxalgia (Disartéculation de la hanché avec 
résection du cotyle dans les vieilles coxalgies). 
Bull. et mém. Soc. anat. de Par., 1913, xv, 508. 

By Journal de Chirurgie 

The author reports two cases of resection of the 
hip and acetabulum in two patients, one of whom 
had had a fistulous coxalgia for 14 years; the other 
for 10 years had had a coxalgia, which had apparent- 
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ly recovered but had recently been complicated by 
a fracture of the femur. In both cases function 
was destroyed and the diseased limb was trouble- 
some and dangerous. 

The operative technique was practically the same 
in both cases. The limb was placed in a position 
of flexion, adduction, and internal rotation and a 
racquet-shaped incision made with the handle of 
it externally, beginning in the posterior part of the 
iliac fossa and descending to the trochanter or a 
little below. The body of the racquet was almost 
transverse, and passed inside at a little distance from 
the perineal groove. The section of the soft parts 
was made from behind forward. The chief diffi- 
culty encountered was in the femoral ankylosis. 
After section of the periarticular adhesions great 
force was necessary to free the head of the femur 
from the pelvis. The violent blows that were 
necessary produced symptoms of shock in the 
patients, who grew pale, the pulse became feeble 
and then imperceptible. The operation was com- 
pleted by resection of the acetabulum with the 
saw, scissors, and hammer and especially the gouge 
forceps, which avoided the necessity of any further 
shock. The results were excellent, not only in these 
2 cases but in 3 others operated upon by the author. 

P. Masson. 


Rogers, J.: Autogenous Bone-Grafting for Fracture 
of the Patella. Aznn. Surg., Phila., 1914, lix, 483. 
By Surg., Gynec. & Obst. 
Rogers reports two cases of fracture of the patella 
treated by bone transplantation, the bone-graft, 
one and one-half inches by three-fourths inch by 
one-eighth inch thick with periosteum, being ob- 
tained from the patient’s own tibia on the affected 
leg. This bone was placed longitudinally bridging 
the fractured line in the patella. In one case after 
eight weeks there was an apparently perfect result 
and in the other the result seemed perfect after a 
splint had been worn for six weeks. 
M. S. HENDERSON. 


McWilliams, C. A.: Methods Suggested for Bone 
Transplantations. Ann. Surg., Phila., 1914, lix, 
4065. By Surg., Gynec. & Obst. 


McWilliams reports that in a series of experi- 
ments every graft covered with periosteum lived, 
while of twenty-five grafts made without perioste- 
um only 48 per cent lived. He concludes that the 
blood supply is the all-important feature and that 
inasmuch as the periosteum plays an important part 
in the blood supply it should always be preserved. 
Minute fragments of a living graft transplanted 
without the periosteum by his experiments are 
successful in 50 per cent of cases. The same amount 
of bone in one large piece deprived of its periosteum, 
McWilliams says, would not be so apt to live. He 
says periosteum alone when transplanted into soft 
parts may produce living bone. He thinks Macewen 
and Murphy are mistaken in their conceptions of the 


157 


lack of function of the periosteum in maintaining the 
life of the grafts. 

The remainder of the paper is interesting but does 
not readily permit of abstracting. Under the head 
of general principles he emphasizes the necessity of 
asepsis, autogenous transplantation, avoiding the 
introduction of wires, nails, screws, etc., where 
possible, and absolute fixation of the limb for five 
months. Technique and cases from the literature 
are cited to prove the points. M.S. HeNnpERson. 


Serafini, G.: An Attempt to Replace the Upper 
Extremity of the Humerus by a Graft of Dead 
Human Bone, in a Case of Resection for Sar- 
coma (Considérations sur une tentative de rem- 
placement de l’extrémité supérieure de lhumérus 
par une greffe humaine d’os mort dans un cas de 
résection de l’extrémité supérieure de ’humérus pour 
sarcome). Policlin., Roma, 1914, xxi, 23. 

By Journal de Chirurgie. 

Five cases are reported in the literature of bone- 
grafts to replace parts of the humerus resected for 
various kinds of tumors. Lesur’s case is the only 
one of these that was successful; the patient recov- 
ered, the graft was well borne and the shoulder 
function was preserved. In the 4 other cases the 
graft was discharged or had to be removed. This 
new case of Serafini’s is therefore of great in- 
terest. 

A young man of 16 had a round-celled sarcoma 
near the surgical neck of the humerus, but the 
shoulder-joint was intact. Bajardi resected 17 cm. 
of the humerus, including the head of the bone; the 
incision was carried into tissue that was apparently 
normal, about three finger-breadths below the 
tumor. This long segment of humerus was imme- 
diately replaced by a piece of the same length which 
was fixed to the distal end of the humerus by bone 
wedges. It had come from the body of a man of 
60 with cirrhosis who had died from surgical shock 
27 hours before. It had been removed carefully; 
the skin of the arm was disinfected with tincture of 
iodine and the same precautions exercised as in an 
operation on a living subject. The bone was 
rapidly removed with its periosteum, the marrow 
extracted with a curette, the bone immersed in 
Ringer’s solution and kept at a temperature of 2° C. 
It was used three hours after removal. Cultures 
had been made to prove that the periosteum and 
marrow were perfectly sterile. The tendon of the 
pectoralis major was reinserted on the graft. 

The patient bore the operation well; the wound 
healed by first intention; in the first 12 days the 
temperature varied from 37.3° to 39.2°, the pulse 
between 86 and 120. The graft seemed to have 
taken and on the twenty-seventh day the limb was 
moved. A fistula opened at the lower part of the 
incision on the twenty-ninth day from which a 
purulent liquid was discharged. The patient left 
the hospital the thirty-fifth day with the fistula 
persisting. He returned five days later with the 
fistula closed but with a recurrence of the sarcoma 
in the remaining segment of the humerus and 
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metastases. He died the eighty-fifth day. Radio- 
graphs taken the thirtieth day showed rarefication 
of the spongy tissue of the graft. Autopsy showed 
that the graft was dead; it was surrounded by a 
thick, grayish connective-tissue membrane, but 
there was no reunion between the two segments of 
the humerus; there was no trace of callus. Under 
the microscope there were undoubted signs of ne- 
crosis. PrerreE FREDET. 


Henderson, M. S.: The Treatment of Ununited 
Fractures cf the Tibia by the Transplantation 

of Bone. Ann. Surg., Phila., 1914, lix, 486. 
By Surg., Gynec. & Obst. 


Nine cases of ununited fracture of the tibia are 
reported, one recent, but in the remaining 8 cases 
sufficient time had elapsed since the operation to 
give a perfect functional result. All were males. 
Syphilis was ruled out in all but one case and that 
was contracted after non-union had existed for one 
year. 

The inlay and not the intramedullary method 
was used in all the cases, and is advised as a more 
anatomical operation. All healed without sepsis 
though in two cases slough of the old scar caused an 
ulcer which stayed clean and granulated over. It 
would seem as if the transplanted bone observed by 
subsequent X-ray pictures lives and functionates 
without being replaced by new bone when implanted 
by the inlay method, for then there is periosteum of 
the graft to periosteum of the shaft, and cortex to 
cortex, and medullary lining to medullary lining. 
A piece of cortical bone placed in the medulla is 
slowly absorbed, for here it is practically a foreign 
body. 

The technique is simple. Either by the aid of 
the chisel or the motor-propelled circular saw, a 
piece of bone is removed from the internal flat sur- 
face of the tibia. The bone should be of sufficient 
length to make a substantial bridge, usually 2 or 3 
inches long and about one-half inch wide, and 
should include all the layers. This is taken from the 
longer fragment. A piece the same width in the 
same line is then removed from the smaller frag- 
ment. This is saved. The larger piece of trans- 
plant is then inverted so that sound bone will 
bridge the line of fracture. The part which was the 
upper end fits into the angle distal to the fracture 
in the smaller fragment. The piece removed from 
the smaller fragment: is then used to fill the remain- 
ing gap in the longer fragment. Both pieces are 
sewed in by stitching the periosteum of the trans- 
plant to the periosteum of the shaft. The skin is 
then closed with silkworm and horsehair and the 
dressing applied. A plaster of Paris cast is applied 
to include the knee and ankle. This is removed 
at the end of two weeks; the sutures are removed 
and a new cast put on which is left from four to six 
weeks. 

Further treatment is guided by the individual 
needs. Union is usually firm enough to permit 
walking in from 3 to 6 months. 
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Robinson, E. F.: Treatment of Ununited Fractures 
of Tibia by Intramedullary Bone Transplants; 
Report of Five Cases. Ann. Surg., Phila., 1914, 
lix, 495. By Surg., Gynec. & Obst. 


Within the last year Robinson has successfully 
treated five cases of ununited fracture of the tibia 
by bone transplantation. In giving the possible 
cause of non-union he advances the theory that a 
thrombus forms in the nutrient artery of the tibia. 
This non-union is more likely to occur, he thinks, in 
the upper or middle third, for the nutrient artery 
enters this area. In consequence of this impaired 
nutrition the process of bone repair is so delayed 
that connective tissue is interposed and forms a 
permanent block to the bridging across the gap by 
the Haversian system of osteoblasts. He thinks 
that the transplant acts as an osteoconductive 
structure, and he saves the periosteum where possible. 
He has used the intramedullary method in all the 
cases, first freshening up the ends of the fracture and 
reaming out the medulla. He reports bony union 
in one case in less than a month; in another, bony 
union at the end of seven weeks, and another at the 
end of twelve weeks. Autogenous transplants were 
used, and all were obtained from the opposite tibia. 

M. S. HENDERSON. 


Lovett, R. W.: The Use of Silk Ligaments in 
Paralysis of the Ankle. Tr. Am. Orth. Ass., Phila. 
1914, June. By Surg., Gynec. & Obst. 


In view of the contradictory statements with 
regard to the value of the silk ligament in cases of 
infantile paralysis causing foot-drop, 79 operations 
performed at the Children’s Hospital, Boston, from 
the years 1907-1913 inclusive, were analyzed from 
the view of the end-results. The end-results were 
considered as valid only after the lapse of a year after 
operation. 

An analysis of these figures showed that occasional 
infection had occurred, but not since 1911, and that 
this trouble had occurred with all methods of prepa- 
ration of silk, so that it was not fair to attribute it to 
the use of silk prepared by any one formula, but to 
some difference in the technique of the individual 
operator. 

The percentage of success seemed to be largest 
in the cases where the bone was drilled, and this 
operation seems to be preferable to that where a 
periosteal insertion of the silk only is aimed at. 

Cases are kept in plaster for from three to six 
months, and in a retention shoe until a year after 
operation, It seems probable that many failures 
occur from allowing the unsupported weight of the 
foot to come too soon on the silk. It must be re- 
membered that the silk is intended not as a support- 
ing structure in itself, but merely to serve as the 
core for a ligament, which is the real supporting 
structure. 

The conclusion is presented that the operation is 
a useful one in properly selected cases, and in the 
majority of cases the results are satisfactory. 
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ORTHOPEDICS IN GENERAL 


Geist, E. S.: The Use of Celluloid Foot-Plates. 
Am. J. Orth. Surg., 1914, xi, 398. 

By Surg., Gynec. & Obst. 

The author following an idea obtained at Lange’s 

clinic in Munich uses celluloid for arch supports. 
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The thick celluloid solution in commercial acetone 
is applied over a plaster model of the foot alternately 
with heavy tape and steel strips, the latter placed 
longitudinally. After twenty-four hours it is dry 
and is removed and trimmed. It is claimed for such 
plates that they are light in weight, inexpensive, 
easily made, and fit accurately. W. A. CLarK. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Adams, Z. B.: The Relation of Bony Anomalies 
of the Lumbar and Sacral Spine to the Cause 
and Treatment of Scoliosis. Tr. Am. Orth. Ass., 
Phila., 1914, June. By Surg., Gynec. & Obst. 


The paper is founded on statistics from the 
routine clinic of scoliosis at the Massachusetts 
General Hospital. An inspection of the X-ray plates 
shows that 6 per cent of this series, being infantile 
paralysis, had symmetrical sacra, with the spine 
sagging from the top, due to the letting off of the 
stays of one side of a compound mast; 6 per cent were 
due to lesions in the dorsal spine, bifid bodies, etc., 
and showed symmetrical sacra, with the lumbar 
spine sagging and rotated; 88 per cent showed con- 
genital defects in the sacrum or low lumbar vertebra. 
These defects were due to errors in fusion or develop- 
ment of the centers of ossification or of their pro- 
cesses. 

From this study it is concluded, among other 
things, that a careful X-ray investigation is essential 
before any attempt at treatment of lateral curvature. 
In each case the mechanics of this part of the spine 
should be carefully considered, for anomalies of this 
region are frequent without any scoliosis. 

The study also shows that, in some cases, correc- 
tion cannot be obtained until the bony obstacle to 
such correction has been removed; that in many 
other cases an operation must follow correction in 
order to obtain and maintain a stable base on which 
the spine may rest. 

In the early cases exercises should be directed to 
reducing the anterior lumbar lordosis, thus diminish- 
ing the downward inclination of the upper surface 
of the sacrum, and to maintaining a flat back position 
in standing and a round back position in sitting. 


Osgood, R. B. and Bucholz, C. H.: An Apparatus 
for Obtaining True Comparative Photographic 
Records of Scoliosis. Jr. Am. Orth. Ass., Phila., 
1914, June. By Surg., Gynec. & Obst. 


The authors have been impressed with the lack 
of true comparative photographic records of scolio- 
sis. They realize that any apparatus must be 
simple, universally applicable, and cheap, in order 
to meet the demands of hospital and private work. 
They have devised a frame consisting of two upright 
posts firmly fixed in a base board, on the front of 
which are painted feet and inches. On each of these 
posts slide two horizontal bars extending backwards, 
the upper and lower pair of which are connected at 


the back by across bar. On the cross bar connecting 
the two horizontal bars and on the horizontal bars 
are adjustable pelots. 

The patient stands on the base board in the space 
enclosed by the horizontal bars and their connecting 
cross bars. The horizonta! bars and pelots are then 
adjusted so that for a back view the pelots of the 
lower connecting bar touch the anterior superior 
spines and the pelots of the upper bar touch the 
shoulders. The pelots always extend an equal 
distance from the bars and therefore a view of the 
patient is obtained in a constant plane. A stereo- 
scopic camera is used, with constant lighting and 
constant distances. For the view in forward bend- 
ing to show rotation, a bar has been devised with a 
spirit level on top. Two pelots extend downward 
from this bar, the lower one of which is adjustable 
and slightly longer than the upper. The upper pelot 
is placed in the vertebra prominens. The lower 
pelot is placed on the top of the sacrum and the 
patient bends forward until the bubble of the spirit 
level is at its midpoint, when the photograph is 
taken. 


Thomas, H. B.: Artificial Ankylosis of Spinal 
Vertebree. Tr. Am. Orth. Ass., Phila., t914, June. 
By Surg., Gynec. & Obst. 


This article is a report of experimental work under- 
taken to determine the question of growth in length 
per se of the auto-bone graft placed in the back to 
cause fixation of the vertebra. It is presumed that 
if the graft does not grow when placed, and that 
since the spinal column does grow, as much as nine 
inches in length, in some instances, then the tend- 
ency would be for the graft to prevent growth in 
length of the spinal column in that area over which 
it has caused ankylosis, thus producing a deformity 
of the back. Kittens were used for the experiments 
and careful observations during life and after death 
were made. Tentative conclusions indicate, among 
other things, that the auto-bone graft does not grow 
in length per se, yet actual observations did not show 
any deformity. 


Nash, J. B.: Laminectomy for Spinal Injury. Aus- 
tralas. M.Gaz., 1914, XXxv, 314. 
By Surg., Gynec. & Obst. 


The author reports two cases of fracture of the 
spine treated by laminectomy. 
The first case was that of a man of 44, who had 
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fracture of the spine with paraplegia from the 
lumbar region down, the ninth and tenth dorsal 
spines projecting markedly. An incision was made 
over the last five dorsal and first lumbar vertebre; 
the muscle and fascia were dissected away and the 
spinous processes cut away with bone forceps level 
with the laminz. The spinal canal was completely 
exposed between the eighth and eleventh dorsal ver- 
tebre and was found to contain only fibrous strands, 
the cord proper having entirely disappeared. This 
operation was done eight months after the injury. 

The second patient, a man of 35, had complete 
flaccid paralysis of both legs, loss of reflexes, and a 
bed sore in the lumbar region following injury to the 
back. About a week after the injury, incision was 
made over the tenth dorsal to the third lumbar 
vertebra and the spinal canal exposed. The cord 
was found to have been crushed at the level of the 
lower edge of the tenth dorsal. After six months 
the patient was in better condition. 

W. A. CLarK. 


Collins, J. and Elsberg,C.A.: Giant Tumors of the 
Conus and Cauda Equina. Am. J. M. Sc., 1914, 
cxlvii, 493. By Surg., Gynec. & Obst. 


Tumors of the cauda equina and of the conus 
cause symptoms which are considered fairly pathog- 
nomic, although early, the lesions are often mis- 
taken for some other condition. The authors re- 
port three such cases with two recoveries. One was 
an endothelioma and the other two were endothelial 
sarcomata. 

In two of the cases the operation was carried out 
in two stages so as to allow the tumor to be extruded 
from the canal before it was removed. 

The important features of the clinical histories of 
the patients were the following: 

1. A history of two or more years’ duration. 

2. Pain in the small of the back, sooner or later 
extending down one and then the other extremity. 

3. Stiffness of the back in the lumbar region. 

4. Increasing stiffness and weakness of the lower 
extremities, with loss of power of dorsal flexion of 
the foot. 

5. Slight disturbances of the bladder and rectum. 

6. The patients were treated for sciatica for long 
periods. 

The important features of the clinical examination 
were: 

1. Rigidity of the lumbar vertebral column. 

2. Weakness and stiffness of the lower limbs. 

3. Paralysis of the peroneal groups of muscles 
and sometimes of the tibialis anticus group. 

4. Drop-foot on one or both sides. 

5. Absence of knee- and ankle-jerks. 

6. Tenderness of the lower lumbar spines. 

7. Irregular and unsymmetrical sensory dis- 
turbances. 

8. Lumbar puncture was negative, or yellow 
fluid which was not cerebrospinal fluid was with- 
drawn. 

9. Wassermann test and X-ray negative. 
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The typical findings at operation consisted of a 
large reddish brown, not vascular, tumor within the 
dura, which filled up the entire lower part of the 
spinal canal, surrounded the roots of the cauda 
equina, and extended upward on to the conus, with 
which it was not closely connected. The growth 
was not intimately connected with the inner surface 
of the dura, and could be easily freed. 

When the patient was last examined his com- 
plaints were: Pain in the back and right thigh; 
feeling of stiffness; obstinate constipation; no feeling 
when his bowels moved. EuGENE Cary. 


Taubenschlag, D.: Operation with Recovery in a 
Case of Tumor of the Dorsal Cord (Tumeur de 
la moelle dorsale opérée et guerié). Rev. Soc. med. 
argent., Buenos Aires, 1913, XxXi, I0QI. 

By Journal de Chirurgie. 
This tumor was the shape of an elongated olive, 

27 mm. long and 15 broad. Its lower pole was free, 

the upper one being fixed to the fourth dorsal ver- 

tebra. It developed slowly in a young woman of 

22 after a normal delivery, the first symptom being a 

feeling of heaviness in the lower limbs, which at the 

end of three months were almost completely paral- 
yzed. All the trouble was localized in the lower 
limbs, but passive movements could be made readily. 

There was ankle-clonus on both sides, Babinski’s 

sign only on the right; there was abolition of sensa- 

tion in a band around the thorax corresponding to 

the innervation of the sixth dorsal root. With a 

diagnosis of extramedullary tumor, operation was 

performed, consisting of laminectomy of the second 
to the fifth dorsal vertebra. A hard tumor was 
found to occupy the left two-thirds of the vertebral 
canal and the cord was flattened against the right 
side. It was not adherent to the dura mater but 
was fixed to the bone by a pedicle which was easily 
ligated. There was no drainage. Recovery was 
uneventful and on the tenth day the patient could 
walk easily. The anesthesia of the thorax also 
disappeared. Histological examination of the 
specimen showed it to be a fibrosarcoma. 

SALvA MERCADE. 


Alurralde, M.: Compression of the Dorsolumbar 
Cord by a Fibrosarcoma; Extirpation (Com- 
pression de la moelle dorso-lombaire par un fibro- 


sarcome. Extirpation). Rev. Soc. med. argent., 
Buenos Aires, 1913, xxi, 735. By Journal de Chirurgie. 


A man of 43 for three or four months had had 
crises of pain starting at the tenth dorsal vertebra, 
irradiating toward both sides of the abdomen. Then 
he began to have motor disturbance, first in the left 
and then in the right leg. By the end of the fifth 
month the paralysis was complete and the pain had 
stopped. Retention of urine and faces developed, 
then incontinence. All the reflexes were exagger- 
ated; there was ankle-clonus and Babinski’s sign on 
both sides; there was formication, paresthesia, etc. 
Meningomyelitis, syphilis, and a spinal lesion were 
considered, but rejected because of insufficient 
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evidence. A diagnosis was finally made of pressure 
on the lumbar or dorsolumbar cord by an intra- 
meningeal tumor. 

The patient was operated on by laminectomy of 
the tenth to the twelfth dorsal vertebre. The 


opening had to be extened to include the ninth 
dorsal and first lumbar vertebre in order to remove 
the whole tumor, which was extracted easily without 
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Jullien: Suture of the Terminal Branches of the 
Right Brachial Plexus for Complete Paralysis 
of the Upper Limb (Suture des branches terminales 
du plexus brachial droit par paralysie compléte du 
membre supérieure). Echo Méd. du nord, 1913, 
XXvii, 605. By Journal de Chirurgie. 


A man of 35 had to be put ina straightjacket and 
the violent and prolonged constriction of the right 
arm brought about a patch of gangrene which 
ulcerated and discharged large fragments of gan- 
grenous tissue; after that there was profuse hem- 
orrhages to which the patient almost succumbed. 
The hemorrhages were finally controlled, the wound 
healed, and the patient was discharged in a satisfac- 
tory condition. 

A month later the patient returned. He had 
regained strength and ate and slept well, but his 
right arm hung inert, no movement being possible; 
only the deltoid was spared. The arm was simply 
a flaccid mass of flesh surrounding the bone; no 
anatomical details of the muscles could be made 
out. Insensibility was complete. The skin was 
the seat of various trophic disturbances. 

Details are given of the electrical examination of 
the various muscles which showed that the flexors 
of the forearm and hand were most involved, 
particularly in the region supplied by the ulnar. 
It was decided to try freeing the compressed nerves 
or even suturing them if they were destroyed. 
A large incision, which is used for ligating the 
axillary artery in the axilla, was made and the mass 
was found which had been felt through the skin. 
It was formed of hard cicatricial tissue surrounding 
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injuring the cord. Suturing was done, no drainage 
being used. Death ensued on the fifteenth day. 
Histological examination of the tumor showed 
that it was a fibrosarcoma. The author can not 
explain the flaccid paralysis after operation that 
succeeded the spastic paralysis; but he is sure that 
the cord was not sectioned during the operation. 
SALVA MERCADE. 


NERVOUS SYSTEM 


the axillary vessels and all the nerve-cords of the 
brachial plexus. The elements were carefully 
dissected and it was found there were 9 fragments 
of nerves, some of them united by a slender fiber 
which the author could not be sure was nerve-tissue. 
The fragments belonged to the musculocutaneous, 
median, ulnar, internal cutaneous, and radial nerves; 
the upper end of the internal cutaneous could not 
be found. The proximal and distal ends were 
sectioned and brought together with fine silk thread 
in a fine Reverdin needle. The lower end of the 
internal cutaneous was included in a little gap in a 
neighboring nerve that was believed to be the ulnar. 

The operation lasted an hour and was consider- 
ably interfered with by hemorrhage from numerous 
abnormally developed veins; the axillary artery 
was completely obliterated. Operative recovery 
was perfect. Late results were as follows: In 
one month there was no appreciable change. 
Four months later, normal motility had made 
great progress; movements of extension and flexion 
were possible, the muscles could be made out under 
the skin, which had regained its normal color. 
Sensation was still dulled. Six months later, motion 
was complete except in the muscles of the hand; the 
arm was practically as well developed as the left 
one, and sensation had returned completely. Fifteen 
months after the first operation, the hand had 
become normal and the fingers had regained mo- 
tion except the thumb. He could move his arm in 
all directions and it was almost as strong as the 
other. The case therefore may be called a recovery. 

J. Dumont. 


DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Oshima, T.: The Fate of Homoplastic Skin-Flaps 
in Human Beings (Uber das Schicksal des 
homdoplastisch transplantierten Hautlappens beim 
Menschen). Arch. f. klin. Chir., 1914, cili, 440. 

By Zentralbl. f. d. géz. Chir. u. i. Grenzgeb. 


The author gives a review of the results of homo- 
plastic transplantation published in the literature, 
some of which have been positive and some negative, 
and then reports a case of homoplastic transplanta- 
tion in a human subject, with the results of micro- 
scopic examinations made at stated intervals. The 


result shows that at the end of two weeks the appear- 
ance of the flap is practically normal and perfectly 
coalesced with the surrounding skin, but that it 
gradually dies and at the end of the forty-seventh 
day has completely disintegrated. 

Experiments were then performed on rabbits, 
two young rabbits being fastened together, only the 
pedicle of the skin-flap being left as a connection. 
After seven days the pedicle was cut, immediately 
after which the flap showed the same picture as the 
normal skin. On the fourth day there was a change 
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in the tissue; the meshes of the skin tissue were 
crowded with red blood-cells and there was marked 
distention of the capillaries. It ended in dry necrosis 
of the flap. 

From his experiments the author concludes that 
the homoplastic flap does not take, and gives three 
possible reasons for this. The first is the opinion 
held by Ribbert, Ehrlich, Schéne, and others as to 
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the difficulty of assimilating foreign albumin. The 
second is the primary toxic effect of the tissue 
juices of the host on the transplant (Loeb, Schéne). 
And third, the immunity reaction which may be 
regarded as a secondary anaphylactic reaction (von 
Dungern, Ehrlich, and others). Microscopic picture 
and explanations are added to the work. 
VorscuuTz. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 

Grawitz, P.: Report on Grawitz’s Results in the 
Study of Cell-Formation by the Method of 
Harrison and Carrel (Abbau und Entziindung 
des Hertzklappengewebe. Verlag Richard Schoetz, 
Berlin, 1914. By Surg., Gynec. & Obst. 


Twenty-five years ago Grawitz, of Greifswald, 
took issue with the existing prevalent dogma and 
proclaimed that the pus-cells of the human being 
were derivatives, not of the blood, but of tissue- 
cells which were liberated in consequence of a 
liquefaction of the tissue. It was possible for him 
to show that in consequence of the increased accumu- 
lation of fluid occurring in inflammation and 
wound-healing, elements having the value of cells, 
lying on the smaller bundles of the fibrous connective 
tissue in a resting or inactive state, either incapable 
of being stained with all usual methods of nuclear 


staining or at least always decolorized afterwards, 
“awaken”’ as it were.! 

For the various tissues, above all for the cornea in 
particular, Grawitz and his pupils have long since 
demonstrated the origin of the wandering cells 


from the fixed cells of the tissue. The majority of 
pathologists have looked askance at the doctrine 
and disputed its correctness saying that Grawitz 
would really thereby abandon the law of Virchow, 
“omnis cellula e cellula” and have cells arising from 
dead intercellular substance. The discovery of 
Harrison and Burrows that tissue-cells could be 
encouraged to proliferate without the body stim- 
ulated Grawitz, in conjunction with his pupils, 
Schlaefke and Uhlig,? to again take up the question 
of the origin of the wandering cells in the cornea and 
heart valves. By the employment of this method, it 
seems possible finally to exclude the possibility of 
contamination with leucocytes or to maintain that 
they have wandered out from the blood, for both the 
plasma and slide can be secured scrupulously free 
from leucocytes. 

In the investigation of the cultures of the aortic 
valves of the cat three different types of tissue dis- 
organization (‘‘Gewebsabbaues”’) were observed. 

1. The stellate cell tissue in which, in consequence 
of the cultivation, the mass of the tissue has 


1P. Grawitz. Wanderzellbildung in der Hornhaut, Deutsche med. 
Wehnschr., 1913, No. 28. 

2 P. Grawitz, F. Schlaefke und F. Uhlig. Uber Zellbildung in Cornea 
und Hertzklappen. Verlag Hans Adler, Greifswald, 1913. 


proliferated, consists of stellate-shaped cells. 
The nuclei of these have increased amitotically and 
secured the material for the body of their protoplasm 
and its processes from the elastic fibers. 

2. The “ Kérnchenzellen” type is represented by 
cells, which in contrast to those of type I, are large, 
polygonal, or swollen and vacuolated and have also 
divided amitotically and to some extent mitotically. 
These cells appear to have secured their protoplasm 
through the contribution of both white and elastic 
fibers. In the large cell body of these cells lie 
numerous fat droplets which have probably arisen 
from the transformed elastic fibers. 

3. In the third type the tissue of the valve is 
replaced by tissue consisting chiefly or almost 
exclusively of small mononuclear round cells, with 
clear surrounding area. Many of these mononuclear 
elements have a clear protoplasmic body which has 
taken the eosin markedly. Between these cells lie 
multinucleated giant cells scattered about much as 
in syphilitic granulation tissue. All of these round 
cells have arisen from the ground substance through 
its transformation into protoplasm. 

In contrast to the third type a fourth type of 
tissue may arise in which the small round-cells with 
simple or fragmented nucleus derive their proto- 
plasm from the elastic fibers alone. 

These experiments of Grawitz, carried out by 
means of the new culture methods, have opened up 
new outlooks or rather given new points of view 
with respect to the normal histology and behavior 
of tissue as well as their pathological transforma- 
tions. The “ground-substance”’ is not a dead inter- 
cellular matter but a most active one, capable of trans- 
forming itself into the protoplasm of the new cells. 

Grawitz has shown that it is possible to secure by 
cultivation of corneal and valvular fragments 
pictures identical with those furnished in inflamma- 
tion and wound-healing but under conditions where 
the much disputed réle of leucocytes can be ex- 
cluded. F, Lanpots. 


Balfour, D. C.: The Care of Surgical Patients. 
Med. Rec., 1914, Ixxxv, 378. 
By Surg., Gynec. & Obst. 


The author discusses the subject under four 
headings: (1) Care before operation; (2) care during 
operation; (3) post-operative treatment; and (4) 
advice to patients. 
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1. Detailed physical examination and careful 
recording of the findings is imperative. The actual 
preparation in the large number of patients requires 
of them but little deviation from their usual mode 
of living up to the afternoon of the day before 
operation. In emergency cases the preliminary 
treatment is necessarily abbreviated. In special 
groups of cases the risk of operation is greatly 
lessened by appropriate preliminary treatment. 
Among these special types are mentioned exoph- 
thalmic goiter, toxic non-exophthalmic goiter, 
disease of the prostate, severe anemias due to hem- 
orrhage from uterine fibroids, bleeding ulcers of the 
stomach and duodenum, deeply jaundiced patients, 
emaciated patients, particularly gastric cases with 
obstruction of the pylorus, certain cases with acute 
infections, etc. The use of alkaloids before opera- 
tion should be limited and probably confined to 
morphine and atropine. 

2. Ether administered through an open mask by a 
competent anesthetist is believed to be the most 
satisfactory anesthetic for the majority of cases. 
Ether by the intratracheal method is extremely 
satisfactory for certain types of cases. A minimum 
quantity of anaesthetic should be used to produce 
anesthesia which will be just and consistent with 
the surgeon’s work. Careful exploration, a not 
unduly prolonged operation, maintaining bodily 
heat, as little manipulation as possible, no more 
retraction of wound than is necessary to expose 
the parts, accurate hemostasis, and a careful 
toilet to complete the operation, are all factors in 
lessening the possibilities of post-operative com- 
plications. 

3. In the after-care, as in the pre-operative care, 
particular attention should be paid to the special 
types of cases and to the symptoms and complica- 
tions as they arise. 

4. Patients should be instructed as to caring for 
themselves and as to what may be expected in the 
way of symptoms after being dismissed from the 
hospital. Post-operative treatment of surgical 
patients as regards judicious living should continue 
for several months according to the type of the 
operation. 


SERA, VACCINES, AND FERMENTS 


Jobling, J. W. and Petersen, W.: A Study of the 
Ferments and Ferment-Inhibiting Substances 
in Tuberculous Caseous Material. J. Exp. 
Med., 1914, xix, 383. By Surg., Gynec. & Obst. 


The results of this study appear to have a direct 
bearing on the development of caseation in tuber- 


culosis. Caseation in tuberculosis is a form of 
coagulation necrosis in which the dead tissues rarely 
undergo autolysis, except as a result of secondary 
infection. Syphilis is the only infectious disease 
presenting a similar condition. In other cases of 
coagulation necrosis the dead tissues are soon re- 
moved by means of autolysis and phagocytosis. 
It appeared, therefore, to the authors that sub- 
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stances having the property of preventing autolysis 
must be present in syphilitic and tuberculous 
tissues. 

After a long and careful series of experiments, the 
authors feel warranted in drawing the following 
conclusions: 

1. Caseous matter obtained from lymph-glands 
which have not become secondarily infected con- 
tains substances which inhibit enzyme activity. 
These substances consist chiefly of soaps of the un- 
saturated fatty acids. 

2. The inhibiting substances are present in 
relatively smaller amounts when the caseous mat- 
ter has become secondarily infected. This is prob- 
ably due to the dilution and washing out of the 
soaps. 

3. Ferments are either entirely absent or present 
in very small amounts, unless the caseous matter 
has become secondarily infected. 

4. Caseous material from the lungs contains 
smaller amounts of the inhibiting substances. 
This may be due to the acuteness of the process, 
which does not permit an accumulation of the soaps, 
or to the binding of the soaps with the ferments. 

5. Ferments are present in caseous pneumonia. 
In the whole emulsion the ferments are less active 
in an alkaline than in an acid reaction; but removal 
of the soaps shows that those active in an alkaline 
reaction are also present in considerable amounts. 

6. The previous treatment with iodine, of 
caseous matter from both lymph-glands and lungs 
increases the action of the trypsin. 

GeorcE E. BEILBy. 


BLOOD 


Dejouany: Transfusion of Blood; Its Principles, 
Indications, and Technique (La transfusion du 
sang. Ses principes, ses indications, sa technique). 
Arch. de méd. et pharm. mil., Par., 1914, lxiv, 241. 

By Journal de Chirurgie. 

The author gives a very clear and methodical 
résumé of the present knowledge of transfusion. He 
discusses particularly its application in war surgery 
and believes that military surgeons should have at 
their disposal the necessary instruments for prac- 
ticing transfusion. A deeper knowledge of the blood 
reactions now enables surgeons to avoid the acci- 
dents of hemolysis and agglutination. 

It has been found by clinical observation that 
transfusion has a double action, hemostatic and 
hematopoietic. Under its influence the number of 
cells increases, blood pressure and hemoglobin con- 
tent increase, and coagulability rises. He concludes 
that the results have been particularly satisfactory 
in acute post-hemorrhagic anemias, especially 
those following trauma, surgical operation, or de- 
livery. Haemophilia of the new-born has also been 
treated very successfully. In rapidly fatal perni- 
cious anemias and in anemias due to diseases of the 
blood and blood-forming organs, complete recoveries 
have been rare, but there have been many cases of 
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permanent improvement. There have been no re- 
sults in cancer or infectious conditions, but success 
has repaid the few attempts at transfusion in certain 
toxemias, such as carbon monoxide intoxication, 
pellagra, and the pernicious vomiting of pregnancy. 
It has been tried in typhoid fever but has hardly 
passed the experimental stage. 

The author discusses in detail the technique by the 
two methods of direct anastomosis by means of 
suture or special cannulas (Carrel, Crile, Lambert, 
Guillot and Dehelley) and indirect anastomosis 
(Tuffier), by means of paraffined silver tubes. He 
studies its effects and mode of action and believes 
that, while the indications should not be extended 
unreasonably, it should hold the important place in 
surgical practice that is justified by its great clinical 
value. PrerrE Mocoquor. 


BLOOD AND LYMPH VESSELS 


Glaser, W.: Branches of the Nerves within the 
Vessel Walls (Uber die Nervenverzweigungen 
innerhalb der Gefiisswand). Deutsche Ztschr. f. 
Nervenheilk., 1914, 1, 305. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Miiller and Glaser formerly denied the presence 
of nerve-centers in the vessel walls, and also of 
networks of nerve-fibers, especially in the deeper 
layers. In later investigations, by means of a 
staining method recommended by Kreibich, they 
succeeded in demonstrating nerve-fibers in the 
large, medium, and small vessels. 


The capillaries were accompanied by and wound 
about with very fine nerves; the smaller arteries 
and veins were also surrounded spirally with a rather 
large nerve and the larger vessels contained, besides 
the nerve-bundles demonstrable in the surround- 
ing connective tissue, a network of nerves arranged 
in two layers in the adventitia and muscularis, with 


some fibers penetrating into the intima. End- 
bulbs could also be demonstrated in the vessel 
walls. 

The nerve network and end-bulbs are acted upon 
by certain drugs which exercise their effect on the 
size of the vessels through a local-peripheral action. 
Ganglion-cells can be found only in the superficial 
layers of the adventitia of the arteries of organs; 
they are lacking in the deeper layers. SIEVERS. 


ELECTROLOGY 


Clunet, J.: Histological Changes Produced by 
X-Rays on Animal Tissues; Destructive 
Power and Stimulating Power of the X-Rays. 
J. Réntgen Soc., 1914, X, 29. 

By Surg., Gynec. & Obst. 

Clunet has confirmed, as did Regaud and Blanc, 
the pioneer French histological work upon the de- 
structive action of the X-rays, carried out by 

Bergonie and Tribondeau on the testes of rats. A 

testicle exposed to the X-rays, filtered so as not to 

harm the skin, shows no cell-changes until twelve 
to fourteen days have passed, when the immature 
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cells of the spermatic line are no longer found, for 
the X-rays have caused these cells to maturate 
abnormally fast, and only, or almost only, mature 
spermatozoa are to be found. A month later not one 
cell of the spermatic line remains. 

The rays do not cause indiscriminate destruction 
of tissue, but show a selective action, especially for 
cells that divide most quickly, as the cells of a 
spermatic line, and this is the basis of the use of 
X-rays in radiotherapy. The X-rays modify cell 
evolution, causing the mature cells to evolve more 
quickly than normal, and the immature cells to 
evolve before dividing, so that this particular kind 
is soon exhausted. The process is exactly the same 
in the skin. In an experimental acute X-ray burn 
of a rabbit’s skin on the seventh day no change was 
seen in the connective-tissue cells, but evolution of 
all of the malpighian cells into horn cells except for 
one thin basal layer. Smaller doses over a long time 
cause atrophy of the epiderm and sclerosis of the 
dermis. In chronic radiodermatitis the skin is much 
thinner than normal, the dermis is extremely 
sclerotic, without any papilla, and the epidermis is 
reduced to three or four cell layers. 

In a severe radiodermatitis of zonal character the 
hair was preserved at the periphery, near the center 
the skin was thin and glossy and without hair, then 
followed a zone of ulceration, while at the center 
the tissue was entirely necrotic. Histologically the 
zone of ulceration showed destruction of the middle 
part of the corpus mucosum of Malpighi; at the 
center the destruction was complete and the dermis 
was much thickened, the vessels showed very thick 
walls and narrow lumina, i. e., endo- and _ peri- 
vascularitis. 

He described two cases in detail to show the 
destructive action on carcinomata. In an atypical 
epithelioma of the skin which histologically re- 
sembled rodent ulcer, ten days after the first dose the 
celis became very much enlarged and there were 
more karyokinetic changes. Three weeks after 
beginning treatment the cells were difficult to dis- 
tinguish from one another, had undergone keritini- 
zation, and later these horny parts were invaded and 
destroyed by connective tissue, blood-vessels, and 
leucocytes. When the patient seemed almost 
entirely healed, histological examination showed the 
mass to be almost entirely replaced by connective 
tissue in which were some giant cells, the last re- 
mains of the epithelial cells, and some dark cubic 
cells, epithelial cells that were not killed but were 
in a sort of lethargic condition, which may explain 
subsequent recurrences in patients apparently 
cured. 

A rodent ulcer given one very large dose at the 
center, without a filter, showed histologically at the 
end of 11 days, no keratinization at the periphery, 
but keratinization progressively increasing from 
the periphery toward the center, where there re- 
mained no trace of epithelial cells — only connective 
tissue. These same changes were seen in proceeding 
from the depth to the surface. 
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The stimulating or hypertrophic action of the 
X-rays can be seen on subjects submitted to very 
minute doses over long periods of time, as a chronic 
hypertrophic radiodermatitis, later often developing 
into malignant tumors, in which can be seen, pro- 
ceeding from the normal skin toward the center in 
order, first, simple hyperplasia, then papilloma with 
enormous horn layer, finally monstrous epithelioma 
cells. Atrophic radiodermatitis and hypertrophic 
radiodermatitis are nearly always associated to- 
gether. 

Clunet has experimentally produced hypertrophy 
on rats, and, by repeated burns, a malignant tumor 
which invaded the abdomen and histologically had 
the structure of a spindle-cell sarcoma. There were 
no metastases. The development of experimental 
X-ray cancer is generally admitted in France. In 
the rat, sarcoma develops, not epithelioma; how- 
ever, the most common skin tumor in man is epi- 
thelioma, while in the rat it is sarcoma. Then, too, 
in men epithelioma usually results from continued 
small doses while in the experimental work on the 
rat the exposures are more concentrated. Clunet 
has begun experiments on dogs and cats with small 
doses to be continued over a long period of time to 
see if he can produce epithelioma. 

In the discussion, the author said he failed in 
attempts to transplant his first case of experimental 
X-ray cancer of the rat, but in a second case he 
succeeded in 40 per cent of transplants, in getting 
the tumor to take in very young animals and trans- 
planting it to larger animals, and from them to still 
larger ones. Davin C. Straus. 


Stern, S.: The Present Status of the Non-Operative 
Treatment of Benign and Malignant Growths, 
as Seen at the Clinics Abroad. Med. Rec., 1914, 
Ixxxv, 615. By Surg., Gynec. & Obst. 

From observation of the réntgen technique as 
practiced at the Freiburg Clinic and its modifica- 
tions as seen in other places, and the radium or 
mesothorium technique of various operators, the 
author concludes: 

1. The extreme enthusiasm displayed by the 
men at the Congress at Halle was entirely too pre- 
mature, and while remarkable results are accom- 
plished by radio-active substances in the treat- 
ment of cancer the matter is purely in the experi- 
mental stage. 

2. Even in the short time since the Congress the 
optimism has cooled and men who made positive 
statements are becoming more guarded. 
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3. Only years of work will solve the complicated 
question of dosage, filters, and other technique. 
4. The treatment with radio-active substances 
has shown sufficient results to justify the surgeon 
in discontinuing operations in cases of surface car- 
cinoma and of mucous membranes easily reached, 
in patients who can be kept under long observation. 
In all other cases, operation, followed by raying 
carried out systematically, is still the best method. 
5. There is practically no difference noticeable 
in the action of mesothorium and that of radium. 
Davip R. Bowen. 


Beebe, S. P. and Van Alstyne, E. V.: Treatment of 
Transplantable Rat Sarcoma by Fulguration. 
Surg., Gynec. & Obst., 1914, xviii, 438. 

By Surg., Gynec. & Obst. 

The purpose of these experiments was to deter- 
mine by the De Keating-Hart apparatus, the 
effects of fulguration upon normal tissues and upon 
transplantable sarcoma in rats. Fulguration over 
the heart and large nerve-trunks caused no injurious 
effects; where applied directly to one vagus no serious 
results followed, but when both vagi were exposed 
to the spark there was a severe reaction followed by 
death of the animal. The local reaction was an 
intense oedema and infiltration of the tissues. Only 
very small tumors could be cured by the spark. 

In some cases the small tumors showed inhibition 

of growth without cure. If an area of normal skin 

was fulgurated and a tumor graft placed in this area 
immediately afterwards, it failed to grow, but if 
the local reaction consequent upon the fulguration 
was allowed to subside, a process which required 
from eight to ten days, before the graft was implant- 
ed there was no failure to grow, indicating that the 
inhibition in the former case was due to the inten- 
sity of the reaction rather than to any permanent 
nutritional change in the fulgurated area. 

Fulguration of a tumor graft before planting 
caused a serious injury to the tissue, only 50 per 
cent of such grafts showing growth as compared 
with too per cent in the controls. If an incomplete 
operation was made upon a growing tumor and the 
remaining portion of the growth fulgurated, cure 
could be effected, provided the section remaining was 
not more than one millimeter in thickness. The 
therapeutic effect is probably due to the local 
reaction consequent upon the application of the 
spark and not to an obscure nutritional change in 
the tissue about the tumor. 





GYNECOLOGY 


UTERUS 


Weibel, W.: Late Recurrences after the Radical 
Abdominal Operation for Carcinoma of the 
Uterus (Uber Spiitrezidive nach der erweiterten ab- 
dominalen Operation bei Carcinoma Uteri). Arch. f. 
Gyndk., 1914, Cii, 141. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Very few cases of late recurrence of carcinoma of 
the uterus are known, as most of the cases are not 
followed longer than five years. It is interesting 
therefore to follow the cases, especially those 
operated on abdominally, for a longer time, to 
determine whether there is justification for setting 
a five-year limit for observation. Weibel did this 
in 169 cases of carcinoma of the cervix: 13 had re- 
currence of carcinoma after 6 to 8 years, and in one 
case a sarcoma of the foot appeared after five and 
one half years. 

The reappearance of a carcinoma occurred 6 
times in the sixth year, 5 times in the seventh year 
and twice in the seventh to the eighth year. Fifty 
per cent of all recurrences take place in the first 
year, 25 per cent in the second year, 11.5 in the 
third year, and in the following years up to the 
seventh about 3.4 per cent; also from the fourth 
year the percentage constantly decreases, and after 
the end of the seventh year recurrences are never 
seen. To be absolutely certain, therefore, observa- 
tion would have to be extended to the seventh 
year, but this is very difficult and for all practical 
purposes observation for three years is sufficient. 
The author argues, therefore, for a reduction of 
the five-year period to three, at least for the radical 
abdominal operation. KLEIN. 


Richter, J.: The Regeneration of the Mucous 
Membrane of the Uterus after Curettage (Zur 
Regeneration der Uterusschleimhaut nach Ausschab- 
ung). Gyndk. Rundschau, 1914, viii, 47. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses the regeneration of the 
mucous membrane of the uterus after curettage. 
He divides his work into two parts: In the first he 
discusses the results of his microscopic examination 
of 18 human uteri, in the second his experiments 
with curettage and regeneration of the mucous mem- 
brane in dogs. He found great similarity in the re- 
sults in the two parts. 

The effect of the curette on the mucous membrane 
varies according to whether the curettage is super- 
ficial or deep. In superficial curettage the greater 
or lesser remnants of the mucous membrane form 
the basis for a reconstruction of the lost tissue. The 
new formation of the glands takes place chiefly 
tbrough the growing out of the tubes of the glands 


that have remained deep down, from the cells of 
which the surface epithelium is restored; by the 
fifth day the latter has completely covered the cu- 
retted surface. 

On deep curettage in the fourth week there is a 
thin layer of young connective tissue rich in blood- 
vessels, in which no glands can be demonstrated. 
This tissue is overgrown with cells which originate 
from the epithelium of the neighboring parts. There 
are a few depressions in the covering epithelium 
which the author thinks may be regarded as the be- 
ginning of gland formation. EBELER. 


Theilhaber, A.: The Causes and Treatment of 
Idiopathic Hemorrhage and Discharge from 
the Uterus (Die Ursachen und die Behandlung der 
essentiellen Uterusblutungen und des Ausflusses). 
Arch. f. Gynék., 1914, cii, 165. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author demonstrated in 1904 that the thick- 
ness of the mucous membrane of the uterus varies 
before, during, and after menstruation. He found 
individual variations in the form and number of the 
glands (1901), and claims priority over Hitschmann 
and Adler. The increase in the number of glands 
does not depend on the premenstrual period, “‘ pre- 
menstrual glands” often being found at other peri- 
ods. Albrecht, Schickele, Keller, and Henkel are 
cited in support of this statement. Hypertrophic 
glands were found in 52 per cent of all cases, hyper- 
plastic ones in 62 per cent. 

Uteri removed by operation are regarded as patho- 
logical. He regards as normal only the uteri removed 
from corpses, those of new-born infants and old 
women, and mucous membrane removed from 
normal individuals. No two places in the mucous 
membrane are alike, the only constant thing about 
the premenstrual mucous membrane being the varia- 
tion in form, the hyperemia, and the cedema. He 
gives figures as to hyperplasia and hypertrophy of 
glands in all the periods of the cycle. He gives no 
definition of his own conception of the question. 
In menorrhagia there is always hyperemia of the 
uterus. There is hemorrhage in tubal diseases even 
when the ovary is intact. In myomata the uterus 
is extremely hyperemic. In many women there is 
increased hemorrhage from the uterus in the pre- 
climacteric. The uterus is erectile like the penis or 
the clitoris, but the blood content decreases more 
slowly. He compares the menstrual bleeding to a 
sponge; the fuller it is the greater the bleeding. 
The strength of the muscle contractions influences 
the stoppage of the bleeding. Degeneration of the 
connective tissue and hyperemia are the two factors 
that induce the hemorrhage. A clear discharge 
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is caused by hypersecretion, a yellow one by gonor- 
rhoea. The glands of the body of the uterus secrete 
daily. 

A short discussion of treatment is given. 
tage is effective many times, also corrosives. 


Curet- 
Styp- 


tics also have a good effect, as well as systematic 
scarification of the os — 30 per cent formalin is pre- 
ferred. R6ntgen treatment renders the thickened 
and hyperemic uterus small and anemic and causes 
cessation of the bleeding. 


SCHRODER. 


Focke: Digitalis in Haemorrhage of the Uterus 
(Digitalis bei Uterusblutungen). Therap. d. Gegenw., 
1914, lv, 68. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Focke has again taken up the digitalis treatment 
for uterine hemorrhage. It has the least effect in 
hemorrhage due to organic causes; in these cases it 
only supplements local treatment. It has a better 
effect in pregnancy and threatened abortion, and 
often aids in carrying the child to term. The best 
results are obtained in cases where there are no 
anatomical changes in the uterus. The more anemic 
the patient is, the prompter the effect of the digitalis; 
in full-blooded patients it is necessary to give more 
frequent doses, as the effect begins more slowly and 
does not last so long. 

Focke explains the effect as follows: Physiological 
menstruation is the effect of venous stasis; if this 
stasis is increased in intensity it is the expression of 
a local or general disturbance of the circulation, 
which causes severer bleeding. There is seldom real 
heart disease. Details of the method of treatment 
are given. Digitalis treatment also seems to give 
good results in climacteric bleeding. BRETz. 


Bell, W. B.: The Causes of the Non-Coagulability 
of Normal Menstrual Blood and of Pathological 
Clotting. J. Pathol. & Bacteriol., 1914, xcii, 462. 

By Surg., Gynec. & Obst. 

The author has carried out a series of experiments 
in order to determine why menstrual blood does 
not clot. 

His first experiment proved that an equal quantity 
of menstrual blood will not prevent ordinary blood 
from clotting. The second experiment as _ to 
whether an extract of the endometrium prevents 
the coagulation of normal blood was negative, as 
clotting occurred; likewise an extract of the whole 
uterus caused clotting. The fourth experiment was 
to prove whether the endometrium had a selective 
action on fibrin ferment. This experiment was 
also negative. The last experiment was to show 
that menstrual fluid contains nothing that will 
destroy the fibrin ferment of normal blood. A 
perfect clot occurred also, in this experiment. 

The author has printed 2 tables, one where the 
menstrual blood did not clot and one in which it 
did clot. From these he was unable to draw any 
definite conclusions. All the experiments _ per- 
formed did not clear up the etiology of “‘why men- 
strual blood does not clot.” EUGENE Cary. 
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Schickele, G.: The Relation of Menstruation to 
General and Organic Diseases (Die Beziehungen 
der Menstruation zu allgemeinen und organischen 
Erkrankungen). Ergebn. d. inn. Med. u. Kinder- 
heilk., 1913, xii, 385. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses only the nature of menstrua- 
tion; its relation to general and organic diseases will 
be published later. His work is based on a critical 
study of the literature of recent years and extensive 
experiments of his own. He agrees only partially 
with Hitschmann and Adler’s views as to the regular 
changes in the uterine mucous membrane. In all 
cases there is a premenstrual dilatation of the 
capillaries and vessels, and almost always an 
cedematous saturation of the mucous membrane, 
while the other changes, especially in the glands, 
are not so uniform. 

There is a detailed report of the _histo- 
logical findings in the rut of animals; the analogy 
between it and human menstruation must be 
taken with a grain of salt. The question of the 
time relation between ovulation and menstruation 
is still unsettled. Certain changes described in the 
mucous membrane and corpus luteum vary within 
wide limits and there are numerous exceptions. 
He discusses the different theories as to the lack of 
coagulability of menstrual blood. There is no 
change in the coagulation time of the blood in the 
body during menstruation, and no uniform effect 
on the hemoglobin content and the number of 
erythrocytes. There is frequently a slight increase 
in leucocytes and a slight lymphocytosis, but this is 
not uniform. He rejects Mary Jacobi’s theory of a 
regular monthly wavelike movement of all the 
woman’s life functions. 

A study of the statistical material and careful 
experiments of his own have shown Schickele that 
there is no premenstrual rise or intermenstrual fall 
in the pulse, temperature, blood-pressure, muscle 
strength, and metabolism. He describes the 
experiments as to the effect of extracts and expressed 
juices of ovary, corpus luteum, and uterus, all of 
which have a marked vasodilator effect, which is 
especially noticeable in hyperemia of the genitalia. 
This is not specific, however, for it is produced, 
though to a less degree, by extracts of other glands. 
After discussing the clinical course of menstruation 
and the different theories in regard to it, he expresses 
his own views as follows: 

The value of rutting and menstruation lies 
in the preparation of the mucous membrane of 
the uterus for pregnancy. Its appearance is 
dependent on the presence of the ovaries. 
The growing follicle secretes substances that, by 
vasomotor stimulation and influence on the coagula- 
bility of the blood circulating in the uterine mucous 
membrane, call forth changes in the uterus, the dif- 
ferent organs, and the whole organism. As soon as 
a sufficient quantity of these substances has been 
produced to bring about the maximum of change 
in the vessels, menstruation begins. RUHEMANN. 
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Von Graff, E.: Treatment of Meno- and Metror- 
rhagia, not Caused by the Climacteric, with 
Réntgen Rays (Die Behandlung der nichtklimac- 
terischen Meno- und Metrorrhagien mit réntgenstrahl- 
en). Strahlentherap., 1914, iv, 426. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

This is a report of 36 completed cases of uterine 
hemorrhage not caused by the climacteric, in women 

from 12 years of age up. There was recovery in 81 

per cent, there being fewer recurrences after inten- 

sive treatment than after small doses. The author 
believes there need be no fear of the impregnation 
of injured ova and the development of malformed or 
inferior children, because such a thing has never been 
known to occurin man. All hemorrhages of ovarian 
origin furnish an indication for réntgen treatment. 
WOsSNER. 


Guthrie, J. R. and Whiteis, W. R.: Simple Method 
of Fixing the Uterus in Procidentia and Pro- 
lapsus. Jowa M.J., 1914, xx, 473- 

By Surg., Gynec. & Obst. 

The authors claim the following advantages for 
their method of operation in fixing the uterus in 
procidentia and prolapse: 

(1) Simplicity of technique; (2) uniformly good 
results; and (3) it is a bloodless operation. 

The disadvantage is that it is necessary to sterilize 
the patient before the menopause, although the 
menstrual function need not be interfered with. The 
technique is as follows: 

A three or four inch incision is made in the median 
line or over the right rectus muscle down to the sym- 
The incision is carried down and 


physis pubis. 
through the peritoneum. The uterus is grasped, 
brought up into the wound and into anteflexion. 
If the patient is past the menopause and there is no 
disease of the adnexa, the peritoneum is immediately 


closed, beginning at the upper end. It is sewed to 
the posterior surface of the uterus where the lower 
end of the suture line joins it. One or two stitches 
on either side unite the peritoneum and uterus, 
similar to the Krocher fixation. The round and 
broad ligaments and tubes are partly extraperitoneal, 
but mostly intraperitoneal. If the incision has been 
made in the median line, the sheaths of the recti 
muscles are opened and the muscles sutured together 
behind the uterus, thus making a bed on which it 
rests. While traction is made on the uterus to draw 
it up out of the pelvis, it is pressed back on the 
recti muscles and the anterior fascia closed. These 
sutures also enter the uterine substance. The skin 
is closed in the usual manner; and what looked like 
a protuberance in the abdominal wall, after suture 
of the muscles, completely disappears. 

The entire operation rarely takes more than fifteen 
minutes. It not only corrects prolapse of the uterus, 
but, in most cases, cystocele and rectocele are cured 
as well. Any degree of prolapsus may be treated in 
this manner. In some cases, only the fundus of the 
uterus can be transplanted, while in complete pro- 
lapsus, almost the whole body may be brought out- 
side of the recti muscles. Epwarp L. CorneELL. 


INTERNATIONAL ABSTRACT OF SURGERY 


Nyulasy, A. J.: Looping the Cardinal Ligaments in 
Uterine Prolapse. Amn. Surg., Phila., 1914, lix, 
621. By Surg., Gynec. & Obst. 


The author states, ‘‘The multiplicity of operative 
procedures for prolapsus uteri indicates to some 
extent the uncertainty of opinion as to the essential 
cause of the condition.” Some injury has taken 
place, and the uterine supports injured, hence repair- 
ing of the injury and replacing of the uterus is ne- 
cessary. 

The uterine supports are (1) the pelvic diaphragm 
and (2) the ligaments. He believes the cardinal 
ligaments, in the broad ligaments, are the real sup- 
ports: 

“The cardinal ligaments commonly arise by 
three more or less definite heads from each side of the 
uterus, the middle head corresponding to the posi- 
tion of the uterine artery, the interior head being 
attached to the upper surface of the lateral vaginal 
fornix, and the superior head being attached a little 
above the median head. The three heads of the 
cardinal ligaments unite together to form a band 
about half an inch or more in width, which passes 
outward for over an inch between layers of the 
broad ligament. The cardinal ligament, which up 
to this is largely muscular, now tends to change 
its character, sending off fibrous bands, fanwise to 
the wall of the pelvis and other parts—some of these 
bands, it is to be noted, being inverted into the 
posterolateral wall of the bladder and others passing 
up over the iliacs. After locating the ureter, the 
cardinal ligament may be dissected from the 
posterior peritoneal layer of the broad ligament and 
thus completely isolated. Hooking the ligament up 
on the finger it is found to be elastic and of con- 
siderable strength, and obviously quite capable of 
adequately supporting the uterus in the pelvis.” 

The technique consists of suprapubic abdominal 
ceeliotomy. The bladder is freed from the uterus, 
the cardinal ligaments exposed and dissected off of 
the posterior layer of broad ligament and looped up 
on the anterior wall of the uterus, and sutured with 
silk to the uterus. A loop is made in each round 
ligament to correct retroversion and the wound in 
the peritoneum is closed by catgut sutures. 

Five cases are reported — all successful. In one 
the plastic work was done first; in four the plastic 
work was done two weeks later. 

The operation should not be lightly undertaken. 

Its striking advantages are: 

1. Practical absence of hemorrhage. 

2. Excellent, immediate anatomical result and 
almost certain good permanent effect. 

3. Comparative absence of post-operative shock. 

4. Absence of raw surfaces. C. J. Stam. 


Crossen, H. S.: Conservative Operative Treatment 
of Long-Standing Inversion of the Uterus. J. 
Am. M. Ass., 1914, Ixii, 1061. 

By Surg., Gynec. & Obst. 


The author opens the article by briefly outlining 
the history of the operations recommended for 
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inversion of the uterus. He reports a case occurring 
in a young women 23 years of age, in whom the con- 
dition had been present for nearly a year. The 
Spinelli method was followed, tube drainage being 
employed posteriorly and rubber tissue anteriorly. 
Following operation, the patient had considerable 
fever, which gradually subsided in the course of ten 
days. There was no peritoneal involvement. Men- 
struation returned the second month after operation 
and has been regular since. The patient’s general 
health is good and a recent examination showed the 
uterus and other pelvic organs normal. 
Epwarp L. CorNELL. 


Van Teutem, L. A.: Treatment of Retroflexed 
Uterus (Behandlung der Retroflexio uteri). Nederl. 
Tijdschr. v. verlosk. en gynec., 1914, iii, I. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A report is given of 1364 patients treated at the 
Leyden clinic for retroflexion from July, 1903, to 
July, 1912. Of these, 344 were operated on: 307 
by the Alexander-Adams operation, 8 by the Doléris, 
14 by ventrofixation, 15 by laparotomy, and in 13 
total extirpation was performed on account of com- 
plications. Of the 1,020 not operated on, 407 were 
treated orthopedically with pessaries; in 27 the uterus 
was replaced; 586 were not treated. 

The average time of the Alexander-Adams opera- 
tion in 34 cases was 15 minutes. In 3.2 per cent 
of the cases 14 days after the operation the uterus 
was again retroflexed. Later, objective examina- 
tion was not made, but subjectively 153 of the pa- 
tients, 70 per cent, declared themselves cured, 
about 15 per cent not cured. 

Of 217 patients, 4 had acquired hernia, 99 became 
pregnant after the operation, 46 had no symptoms 
during pregnancy, 3 only slight ones, 59 were de- 
livered spontaneously, and 24 aborted. 

Of the cases in which the Doléris operation was 
performed, one was not cured, one was improved, 
2 had recurrence, and there was no report from the 
other 4 cases. After ventrofixation only 20 per cent 
were cured. 

Van Teutem concludes that ventrofixation, 
vaginal fixation, and the Doléris operation should 
be performed as seldom as possible, and that the 
best results are obtained by the Alexander-Adams 
operation and pessary treatment. In married 
women the Alexander-Adams operation is indicated, 
if the pessary treatment is unsuccessful or if the 
patients themselves wish it. There was no mortality 
after the Alexander-Adams operations. STRATZ. 


Elliott, H. R.: A Case of Infantile Uterus and 
Appendages, with Result of Treatment. J. 
Am. M. Ass., 1914, Ixii, 1085. 

By Surg., Gynec. & Obst. 

Elliott reports a case of infantile uterus and 
appendages with irregular and scanty menstrual 
flow, treated by abdominal massage and the extract of 
luteum, that became pregnant after seven months’ 
treatment. Pregnancy proceeded in a perfectly 
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normal manner and the patient was delivered of a 
normal full-term baby weighing 6 pounds and 2 
ounces. Both the mother and baby made an un- 
eventful and perfect recovery. 

Harvey B. Mattuews. 


Braude, I.: Perforation of the Uterus, Tearing Off 
of the Appendix, and Multiple Perforations of 
the Intestine Cured by Operation (Uterusperfo- 
ration mit Abreissen des Wurmfortsatzes und 
multiplem perforierenden Darmverletzungen opera- 
tiv geheilt). Zentralbl. f. Gynik., 1913, xxxvii, 1875. 

Iyy Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Braude describes a case in which dressing forceps 
were used in delivering a miscarriage at four months, 
and in which the uterus was perforated, the appendix 
torn off, three perforations made in the ileum and 
the left ovary crushed. The patient recovered after 
suture of the intestine, appendectomy, extirpation 
of the uterus with drainage, and removal of the 
left ovary. Prognosis is much graver in perforations 
with dressing forceps than with the curette, finger, 
or other means because there is frequently loss of 

substance in the intestine followed by infection. A 

large opening in the uterus, especially if made with 

dressing forceps, indicates immediate operation, 

and in infected cases extirpation of the uterus by 

laparotomy with free drainage through the vagina. 
SULZER. 


Falk, J. I.: Innervation of the Uterus and Vagina 
(Ein Beitrag zur Lehre iiber die Innervation des 
Uterus und der Vagina). Dissertation, Moscow, 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author’s report is based on a series of ex- 


periments performed on rabbits and dogs. The 
puerperal and gravid uterus reacted most strongly, 
the virgin uterus least. Stimulation of the periph- 
eral end of the hypogastric, pelvic, and internal 
spermatic caused contractions of the uterus and 
vagina. Stimulation of the vagus and phrenic also 
caused contraction, which the author believes is 
due to the fact that these nerves carry sympathetic 
fibers. The stimulation of the central end of the 
hypogastric, pelvic, vagus, and phrenic also causes 
contraction. Probably the two first contain sensory 
fibers for the uterus and vagina. No contractions 
are caused when the aorta or inferior vena cava are 
ligated, but there are contractions if the nerve net- 
work of the aorta is mechanically stimulated. 
There is a contraction on severe loss of blood or 
cessation of respiration. As stimulation of any 
part of the cerebral cortex, the pons, cerebellum, etc., 
causes contractions, and as stimulation of the lum- 
bar cord does not cause any stronger contraction 
than any other part, the author does not believe 
that there is a center in the lumbar cord for move- 
ments of the uterus, but assumes that there are 
several centers, probably one in the medulla, as con- 
tractions are caused by very slight stimulation of it. 
The uterus can also contract without any influence 
from the nervous system, as was shown by ex- 
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periments after section of all its nerves. The 
author believes the central nervous system has only 
a regulating effect. Pharmacological experiments 
showed that strychnine, ergotine, secacornin, 
hydrastis canadensis, adrenalin, and suprarenin 
cause strong tetanic contractions of the uterus and 
can therefore be used as hemostatics in gynecology. 
Mammin, pituitrin, and extract of ovary cause 
contractions of a peristaltic character and may be 
used to produce pains. Contractions of the same 
kind are caused by alcohol, gall, extract of placenta 
and embryo, but they cannot be used therapeu- 
tically. Von Horst. 


Heineberg, A.: Uterine Endoscopy; an Aid to Pre- 
cision in the Diagnosis of Intra-Uterine 
Disease. Surg., Gynec. & Obst., 1914, xviii, 513. 

By Surg., Gynec. & Obst. 

As an aid toward greater precision in the diagno- 
sis of intra-uterine disease, especially the differentia- 
tion of carcinoma of the fundus uteri from non- 
malignant conditions, Heineberg has devised an 
uteroscope, by means of which a clear view of the 
entire uterine cavity may be obtained. 

The instrument consists of two parts: (1) A 
straight tube with an irrigating attachment and 
(2) an electric lighting attachment, like the one 
used in Young’s urethroscope, by means of which 
light is projected through the tube to illuminate 
the uterine cavity. Full dilation of the cervical 
canal must be obtained before the uteroscope is 
introduced. 

It has served to demonstrate the shaggy endome- 
trium in a case of polypoid endometritis; a piece 
of foetal envelope in a case of incomplete abortion 
as well as minor changes in the endometrium, in 
other cases. His conclusions are as follows: 

1. There is a well-recognized need for methods 
of greater precision in the diagnosis of intra-uterine 
disease. 

2. Greater accuracy in the diagnosis will dimin- 
ish the resort to unnecessary and destructive opera- 
tions. 

3. Uteroscopy affords information concerning 
changes in the endometrium in vivo, not obtainable 
by any other method of investigation. 

4. Uteroscopy, like other diagnostic procedures, 
has its limitations and definite contra-indications. 
Its use should be restricted to those cases in which 
it can elicit valuable information without endanger- 
ing the health or life of the patient. 


Guggisberg, H.: Effect of Internal Secretion on 
the Activity of the Uterus (Uber die Wirkung 
der inneren Sekrete auf die Tatigkeit des Uterus). 
Zischr. f. Geburtsh. u. Gyndk., 1913, Ixxv, 231. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Besides the nervous part of the hypophysis other 
glands with internal secretion have a stimulating 
effect on the motor function of the uterus, especially 
the thyroid and placenta. The author’s experiments 
confirm the assumption that the placenta possesses 
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the function of internal secretion as well as having 
an effect on metabolism. The action of the corpus 
luteum does not seem to be so uniform. Frequently 
it has an inhibitory effect. In other cases there 
was a Slight stimulation of the uterus. The author 
at present is unable to give an explanation of the 
lack of uniformity in the effect. Probably more 
extensive research will explain it. In the serum 
before and during labor there is no increase in 
demonstrable substances that induce labor pains; 
but in the pregnant uterus substances can be 
demonstrated that have a stimulating effect on the 
musculature of the uterus. RUNGE. 


Léhnberg, E.: Experience with Vaginal Amputa- 
tion of the Body of the Uterus (Unsere Erfahr- 
ungen mit der vaginalen Korpusamputation). Prakt. 
Ergebn. d. Geburtsh. u. Gynik., 1914, vi, 130. 

By Zentralbl. f. d. ges. Gyndk. u. Geburtsh. s. d. Grenzgeb. 


Léhnberg performed vaginal amputation of the 
body of the uterus on 54 cases up to January, 1913, 
and was able to examine 51 of them later. Twenty- 
five of them were operated on for hemorrhagic 
diseases of the uterus; 8 for myoma; 6 for prolapse; 
10 for abortion and sterilization; 8 because of pul- 
monary tuberculosis, in the second to the fifth 
month with sacral anesthesia; and 1 each for heart 
disease and bilateral pyelonephritis. ‘The technique 
in use is described in detail. Twice there were 
injuries of the bladder, once exudate in Douglas’ 
pouch, 4 times exudate from the stump, twice 
thrombophlebitis of the lower extremity. There 
were no deaths, and most of the patients were dis- 
charged on the twelfth day. Vasomotor symptoms 
of the menopause were observed in 20 per cent of 
the cases, especially in the older women; but they 
were milder in degree than after castration. There 
were no psychic disturbances, and the findings on 
gynecological examination were very favorable. 

Léhnberg thinks the danger of malignant de- 
generation of the stump is not great, and describes 
13 cases. He believes with Rieck and others that 
the above method is to be preferred to vaginal total 
extirpation which frequently produces deformity 
of the vagina; the advantages are the shortness of 
the operation, less loss of blood, and a more un- 
interrupted recovery. It is also to be preferred to 
réntgen treatment, especially in chronic metritis, 
if it is necessary for the patient to resume work in a 
short time. SULzER. 


Jung, P.: Rieck’s Vaginal Amputation of the 
Body of the Uterus (Erfahrungen iiber die vaginale 
Korpusamputation nach Rieck). Gynéc. helvet., 
1913, Xill, 295. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author has performed Rieck’s vaginal 
amputation of the body of the uterus 26 times for 
metro- and menorrhagias that resisted all other 
methods of treatment. In 7 cases there was pro- 
lapse of the uterus and vagina, in 4 cases pregnancy 
of a few weeks’ duration with pulmonary tubercu- 
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losis. The technique was that given in Krénig- 
Déderlein’s operative gynecology. There was un- 
eventful recovery in all cases. 

In the cases of prolapse he also performed exten- 
sive anterior and posterior plastic operations, and 
in a case of cystocele vesicovaginal interposition of 
the stump. The ages of the patients were from 23 to 
45 years; they had had from 4 to 9 deliveries, one 
being a unipara. All the patients were very much 
satisfied with the results. Menstruation stopped 
completely in some cases; in others it was slight. 

The chief advantage of the procedure is that it is 
almost completely extraperitoneal and therefore 
shock is avoided. Though the results of réntgen 
treatment are satisfactory in such cases the duration 
of the treatment is so great that operation often 
becomes necessary on economic grounds or even 
from the point of view of health if bleeding is per- 
sistent. The same is true to a greater degree of 
mesothorium treatment. Mora Ler. 


Mayer, A.: Dissection of the Ureter and Uterine 
Artery in the Radical Operation for Carcinoma 
of the Uterus (Uber die Priparation von Ureter 
und Uterina bei der errveiteren Uteruscarcinomopera- 
tion). Ztschr. f. Geburtsh. u. Gynak., 1913, \xxv, 390. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


In Freund-Wertheim’s operation the dissection 
of the ureter is often quite difficult, if, for instance 
it is hard to separate the folds of the broad ligament 
because of senil@ atrophy of inflammatory tissue, 
or if hemorrhage from numerous branches of the 
veins shut off the view of the field. A slight modi- 
fication of the ordinary operation is recommended: 

The ureter is almost always visible at the upper 
part of the posterior wall of the pelvis, and if, after 
ligating the adnexa and the round ligament, the 
uterus is drawn forward and toward the opposite 
side, it becomes visible as far as its entrance into the 
parametrium. If a long slit is then made over the 
point of its entrance into the parametrium, it at once 
springs out, and then, after dissecting the bladder 
and separating the posterior fold of the ligament to 
the anterior angle of the incision just made, the 
uterine artery can very easily be isolated, or, if this 
cannot be done, Wertheim recommends that the 
entire region of the uterine artery in front of the 
ureter be seized im toto with an instrument or the 
fingers, and cut off. An advantage of this method, 
besides the ease of orientation and avoidance of 
hemorrhage, is the fact that more of the tissue of 
the parametrium is removed than by any other 
method. BONZEL. 


Keifer, H.: Is There a Myometric Gland in the 
Human Uterus (Existe-t-il une glande myomét- 
riale dans l’uterus humain)? Ann. et Bull. Soc. 
roy. d. sc. méd. et nat. de Brux., 1914, |xxii, 26. 

By Journal de Chirurgie 


In ro11, Keifer discovered a myometric gland 
with internal secretion in the pregnant rabbit and 
since then has been looking for one in other female 


171 


mammals. He has found it in the cobra and in the 
rat, where it develops from the middle of pregnancy 
until just before parturition. He has had difficulty 
in getting suitable material for study in woman, 
but in 1912-13 he had occasion to perform 7 caesarean 
sections, and in each case he exicsed a thin layer of 
uterine tissue along the incision. In the two prema- 
ture cases it happened that the incision was at the 
site of the placenta. The material corresponds, 
therefore, to that examined in the other animals. 
The following is a description of the microscopic 
findings in the specimens removed at term, at 
eight months, and at eight and one-half months: 

1. In the wall of the uterus at the eighth month 
of pregnancy there was no transformation of the 
interfascicular connective tissue into epithelioid 
cells. But the remarkable fact was the extreme 
hypertrophy followed by a process of cytolysis 
and karyolysis in the muscle fibers of the walls 
of the arteries and important sinuses. The de- 
tails are similar to those observed in the cobra, 
namely: considerable hypertrophy of the cytoplasm 
and karyoplasm which had become very granular 
and more chromophiliac; disappearance of the 
boundaries of the cells, then malformation of the 
bodies of the cells and nodules by oedema and vac- 
uolization; finally, absorption of these elements 
when they were located in dense connective tissue, 
or a discharge of the products of cytolysis into the 
lumen of the vessels of the lymphatic spaces or the 
neighboring vasa vasorum. Direct division of the 
nuclei was sometimes observed, as well as the forma- 
tion of very fine grains of reddish brown pigment in 
the cytoplasm. The connective tissue at certain 
points of the arterial wall had proliferated abundant- 
ly, especially in the neighborhood of the muscular 
zones that were undergoing destruction. At these 
same points, it was infiltrated with numerous 
lymphocytes. The intervention of the connective 
tissue in the regeneration of muscle fibers is evident, 
also that of the lymphocytes in the mechanism of 
elimination of the remains of the cells. At eight 
and a half months the fragment of the uterus which 
the author examined showed clearly that the phe- 
nomena of hypertrophy and cytolysis were finished. 
There were only rare vestiges of this destruction at 
the time, and they had disappeared completely at 
term, as was found in all the specimens where the 
cesarean section had been performed at term. 

2. Independently of the phenomena just de- 
scribed in the blood-vessels of the uterus, there was 
a similar process of destruction in the muscle 
bundles throughout the whole thickness of the 
uterus in the placental zone, principally along the 
vessels, and especially in the immediate neighbor- 
hood of the placenta. This shows that in the human 
uterus, as in that of the other animals mentioned, 
notable changes.in structure are taking place in 
the latter part of gestation, particularly about the 
eighth month in the region near the placenta. These 
changes in the human uterus end in a considerable 
destruction of smooth muscle parenchyma in the 
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vessels, as well as in the uterine tissue itself. The 
process is similar to that taking place in the female 
cobra; the only thing he could not find in the human 
subject was the participation of the connective 
tissue elements in the formation of an epithelioid 
and glandular tissue, such as has been described 
by Ancel and Bouin in the rabbit. The author 
thinks it too soon to attempt to interpret the func- 
tion of these changes. J. Dumont. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Timofejew: Development of the Corpus Luteum 
in the Human Ovary (Zur Frage iiber die Entwick- 
lung des Corpus Luteum im menschlichen Eierstock). 
Dissertation, Kasan, 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Timofejew examined 67 fresh human ovaries 
obtained by operation. In 53 cases there were 
menstrual corpora lutea; in 14, corpora lutea of 
pregnancy. The wall of the mature graafian follicle 
consists of an epithelial layer, the membrana granu- 
losa, and a connective-tissue layer, the theca folliculi, 
which in its turn is divided into an external theca 
and an internal one, which has many fat-containing 
cells. There seems to be no special membrana pro- 
pria between the epithelial layer and the theca fol- 
liculi. At the time of the ripening of the follicle there 
seems to be no destruction of cells in the epithelium 
of the granulosa. 

He explains the debated question of the blood 
coagulum in the ruptured follicle by the fact that 


small amounts of blood can enter the cavity of the 
follicle from the vessels at the point of rupture and 
also from the torn capillaries of the theca interna. 
In the latter case the blood may either break through 
the epithelium or lift the epithelium up from the 
wall of the follicle. In these cases a blood coagulum 
is never formed that fills the whole cavity of the 


follicle. There are frequently secondary hemor- 
rhages into the corpora lutea which originate from 
the newly formed vessels of the lutein layer, but 
they only form a thrombus on the wall which does 
not fill the cavity. 

The author believes that the lutein cells of the 
corpora lutea originate from the epithelial cells of 
the membrana granulosa. The latter hypertrophy, 
lipoid bodies collect in the protoplasm, which, the 
author found by Ciaccio’s method, belong to the 
group of phosphatids. Proliferative processes take 
place, it seems, only in a very early stage of the 
development of the corpus luteum. The organiza- 
tion of the epithelial lutein layer takes place at the 
expense of the capillaries and connective-tissue fibers 
of the theca interna and especially of the theca 
externa. At the time of maturity of the corpus 
luteum every lutein cell is surrounded by capillaries 
and fibrils, the entire lutein layer is separated from 
the cavity by a newly formed connective-tissue layer. 
The essential thing in the degeneration of the corpus 
luteum is a marked proliferation of connective tissue 
in the lutein layer, and at the same time a fatty 
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degeneration and destruction of lutein cells. Ciac- 
cio’s method shows that the fat is formed at the 
expense of the phosphatids of the cell protoplasm. 
The newly formed connective tissue of the lutein 
layer contracts, undergoes hyaline degeneration, 
and becomes a corpus candicans or albicans. 

As to the characteristic so-called epithelioid cells 
of the theca interna, the author denies the possibili- 
ty of their transformation into lutein cells or into 
spindle-shaped connective-tissue cells. These cells 
undergo slow atrophy and finally disappear altogeth- 
er. The corpus luteum of pregnancy is analogous 
to the corpus luteum of menstruation, and is dis- 
tinguished by the presence of the so-called colloid 
bodies of the lutein layer, which the author never 
found in the menstrual corpora lutea. He has never 
observed a new ovulation during pregnancy. The 
earliest stage of development of the corpus luteum 
corresponds to the second and the beginning of the 
third week after the beginning of the last menstrua- 
tion, from which the conclusion may be drawn that 
ovulation as a rule precedes menstruation. 

H. JENTTER. 


Fenger, F.: Distinction between the Corpus Luteum 
of Ovulation and the True Corpus Luteum of 
Pregnancy; Preliminary Report. J. Am. M. 
Ass., 1914, Ixii, 1249. By Surg., Gynec. & Obst. 

Fenger collected ovaries from 700 non-pregnant 

and 689 pregnant cows during the late fall months, 
when cattle as a rule are in excellent health and all 
stages of pregnancy are plentifully in evidence. 
Three hundred and sixteen corpora lutea were se- 
cured from non-pregnant animals and 692 from 
the pregnant, in 3 instances a single ovary contain- 
ing 2 separate yellow bodies of equal size. The 
corpora lutea were studied chemically, not histologi- 
cally, and the results set forth in a detailed table. 
These reports show that the corpus luteum of preg- 
nancy is larger and shows a greater variation in size 
than the corpus luteum of ovulation. In the des- 
sicated fat-free gland substance it is noted that the 
nitrogen, and consequently the protein as well as 
the ash and total phosphoric acid contents, are 
slightly higher in glands from non-pregnant animals 
than in the true corpora lutea of pregnancy. These 
differences are of doubtful significance, however, in 
determining the therapeutic value of the two 
varieties of the corpus luteum. The active principle 
is present undoubtedly in the glands in organic com- 
bination and closely associated with the protein 
complex. Investigation along the line of this re- 
search is to be continued. Tests for epinephrin were 
negative in both varieties and the glands gave noth- 
ing more than a faint indication of the presence of 
iodine. CAREY CULBERTSON. 


Fullerton, W. D.: Fibroid Tumors of the Ovaries. 
Surg., Gynec. & Obst., 1914, xviii, 451. 

By Surg., Gynec. & Obst. 

The author agrees with other writers in the belief 

that pure fibromata of the ovaries is very rare, 
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constituting only two or three per cent of the solid 
tumors of these organs, the latter comprising but a 
small percentage of ovarian tissue. 

Ovarian fibromata occur most often during men- 
strual life; they vary in size from mere granules to 
huge tumors weighing as much as forty pounds, and 
are the result of an hypertrophy of pre-existing 
ovarian stroma. ‘The increase in size is slow and 
usually symmetrical, giving a smooth, firm, ovoid 
tumor, though occasionally they may be nodular. 

They closely resemble uterine fibroids in the gross, 
and also on section, being tough, somewhat elastic, 
milky white in color and presenting the whorl-like 
texture of the former on section. They are subject 
to the same degenerations and transformations as 
are the uterine fibroids. 

Encapsulation is almost invariably present, and 
this is a very important sign in differentiating from 
sarcomata, with which they are most apt to be con- 
fused. Here the age of onset and rapidity of growth 
are also important, being earlier and more rapid 
with sarcoma. 

The case reported showed, microscopically, inter- 
lacing bundles of hypertrophied connective-tissue 
fibers, more or less compact, the nuclei of which 
were large, rounded or oval, stained uniformly 
and evenly, and showed no evidence of direct or 
indirect division. 


Michalowski, I. O.: Study of Call-Exner’s Boies 
(Ein Beitrag zur Lehre von den Call-Exnerschen 
K6rpern). Dissertation, Moscow, to14. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author performed his experiments on rabbits. 
In young rabbits no Call-Exner bodies could be 
demonstrated. They first appear in animals 11 
weeks old and reach their highest development at 
the period of sexual maturity. The further develop- 
ment of the bodies was followed by removing an 
ovary and examining it microscopically, and after 
the lapse of a certain time removing the other ovary 
and examining it microscopically. The Exner’s 
bodies were found to show a cyclical development, 
the maximum being attained at the time of men- 
struation while the bodies disappeared entirely dur- 
ing pregnancy. The development of the bodies 
requires a month and a half in rabbits. He also 
found that they are more markedly developed dur- 
ing the summer months than during the winter. 

As marked development of the bodies and hy- 
peremia of the pelvic organs were always observed 
in conjunction, the author tried to produce artificial 
hyperemia. Ovaries of other rabbits were trans- 
planted to the abdominal cavity, and in further 
experiments extract of ovary injected. Though 
the results were not absolutely uniform, yet they 
showed that these manipulations produced an in- 
crease in size and number of the Exner’s bodies. 
The author assumes hypothetically that the Exner’s 
bodies produce a hormone that causes hyperemia 
of the pelvic organs and prepares the mucous mem- 
brane of the uterus for the implantation of the ovum. 
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If impregnation takes place the embryo produces 
hormones which affect the cells of the corpora lutea 
in such a way that the hyperemia of the uterus is 
preserved. He proposes to give up the meaningless 
name “Exner’s bodies” and substitute that of 
““Exner’s vesicular glands.” Von Ho st. 


Palmer, C. D.: Prolapse of the Ovary; Its Rational 
Management. Am. J. M. Sc., 1914, cxlvii, 561. 
By Surg., Gynec. & Obst. 


In discussing prolapse of the ovary, Palmer states 
that a prolapse is a morbid entity only when alter- 
ations in the position are persistent and unalterable 
by natural efforts, and when they become the 
sources of pelvic discomfort and constitutional dis- 
turbances. He discusses the etiology and symp- 
tomatology and suggests the following treatment: 

(1) Obviate constipation, by diet and laxative 
waters. (2) Readjust the clothing so that there is 
no compression about the waist. (3) Knee-chest 
position, night and morning. (4) Constitutional 
treatment such as tonics, etc. (5) Mechanical sup- 
ports for the ovary, as tampons. (6) Surgical treat- 
ment, when resorted to, should always be by the 
abdominal route; in this way the condition of the 
ovary can be ascertained and if necessary odphorec- 
tomy may be done. (7) Some cases also do well with 
foradic and galvanic electrical treatments. 

EUGENE Cary. 


Kriwsky, L.: Surgical Treatment of Inflamma- 
tory Diseases of the Adnexa (Zur chirurgischen 
Behandlung der entziindlichen Adnexerkrankungen). 
Vrach. Gaz., 1914, vi, 215. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In the gynecological section of the Municipal 
Hospital of St. Petersburg from roto to 1913, inclu- 
sive, about 24,000 patients were treated, among 
whom 3,683 or 15.2 per cent had inflammatory 
diseases of the adnexa. The greater part of these, 
about 200, were treated by incision of the posterior 
fornix, or in some cases of the anterior fornix. 
Laparotomy was performed ro times for the removal 
of purulent adnexa, 17 times for acute diffuse 
peritonitis, originating in a purulent inflammation 
of the adnexa. Operation was performed 51 times 
for chronic inflammation of the adnexa, 48 times by 
laparotomy and 3 times per vagina. Emphasis 
was laid on preserving the organs of the patient as 
far as possible; the uterus was removed in only a 
few cases. The prognosis in chronic non-purulent 
cases was good. Inthe severest cases, that is, those 
with acute diffuse peritonitis, the number of deaths 
was comparatively low—35 per cent. A. WERTH. 


EXTERNAL GENITALIA 


Eden, T. W.: A Case of Superior Rectovaginal 
Fistula. J. Obst. & Gynec. Brit. Emp., 1914, xxv, 175. 
By Surg., Gynec. & Obst. 


The author reports a case of high rectovaginal 
fistula that was operated upon by the abdominal 
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Fig. 1. 

Fig. 1 (Eden.) The fistula exposed per vaginam, show- 
ing the rectal bougie in position. 

(Note.— The anterior cervical lip is disproportionately 
large, and its level too iow in the drawing.) 

Fig. 2 (Eden.) The abdominal operation. The 
isolation of the uterus and the upper part of the vagina 
has been completed, and the floor of Douglas’s pouch has 
been opened up. The adhesions immediately above the 


Fig. 5. 


Fig. 4 (Eden.) The rectal opening has been closed by a 
series of sutures set at right angles to the line of the gut. 
The uterus has been amputated and ligatures have been 
placed at the sides of the vagina. 

Fig. 5 (Eden.) A flap has been prepared from the poste- 


Fig. 2. 


Fig. 3. 

fistula have been exposed by pulling the uterus upwards. 
The anterior peritoneal flap has been stitched to the skin 
concealing the bladder. 

Fig. 3 (Eden.) The dissection has been carried farther 
and the fistula divided through its lower border and the 
rectum separated from the vagina for an inch further down. 
The lateral margins of the rectal opening are held by dis- 
secting forceps. 


Fig. 6. 
rior vaginal wall and stitched to the rectum so as to cover 
the site of the fistula. 
Fig. 6 (Eden.) Peritonization of the pelvic floor has 
been completed by stitching the anterior peritoneal flap to 
the rectum. 
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route after a preliminary colostomy. Four weeks 
after the closure of the fistula the continuity of the 
pelvic colon was restored, the patient making a 
satisfactory, though not uneventful, recovery. 

The author divides rectovaginal fistulz into three 
groups according to their situation: (1) Rectovulval 
fistula; (2) inferior rectovaginal fistule involving 
the lower half of the vagina; (3) superior rectovaginal 
fistula involving the upper half of the vagina. 

With regard to causation, it may be stated briefly 
that rectovaginal fistula may be due (1) to direct 
injury to the rectum during a vaginal operation, and 
it appears that in vaginal coeliotomy for acute sup- 
purative conditions the risk of injury to the rectum 
is most to be feared — at any rate, most of the re- 
corded post-operative cases have followed this pro- 
cedure; (2) to direct laceration of the rectovaginal 
septum in labor; (3) to rupture of a pelvic abscess 
into both rectum and vagina; (4) to ulceration from 
syphilitic or tuberculous disease of the rectum, or 
from a neglected pessary or other foreign body in 
the vagina. 

The advantages of the various routes for operation 
are discussed in detail, with the following conclusions: 

1. For those belonging to the group of rectovulval 
fistule, the method of direct suture is usually suffi- 
cient; posterior colporrhaphy may be done at the 
same time. 

2. For inferior rectovaginal fistule a perineal 
operation is the most useful, and may be supple- 
mented by complete or partial excision of the lower 
segment of the bowel, if necessary. ; 

3. Forsuperior rectovaginal fistula the abdominal 


route is probably the easiest and the best, and should 
prove not to be attended by disproportionate risks. 
In difficult cases, i. e., when the fistula is large and 
the parts are immobilized, a preliminary colostomy 


should be performed. CAREY CULBERTSON. 


MISCELLANEOUS 


Walker, F. E.: The Induced Climacteric. J.-Lancet., 
1914, Xxxix, 181. By Surg., Gynec. & Obst. 
During the past seven years a total of 106 opera- 
tions were performed for the induction of artificial 
climacteric. Following a precise pre-operative and 
post-operative investigation of these patients the 
author is convinced that a masculine type in any 
form does not develop from the removal of any of 
the female sexual organs nor does any abnormal 
condition supervene other than would obtain in a 
perfectly natural menopause. 

That a certain number of women so operated on 
will gain flesh is true, but the increased weight re- 
sults from the removal of a diseased condition 
which prevented perfect nutrition. The operation 
simply restores the physiological equilibrium in the 
same manner as the removal of a diseased appendix, an 
enlarged and troublesome thyroid, or a dead kid- 
ney. Even where nutrition has not been interfered 
with by reason of disease in these organs, the ten- 
dency to an increased weight may be a family 
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characteristic or due to the age of the patient. 
The author thinks that ablation of the ovaries, 
tubes, or uterus does not tend to obesity cther 
than as a healthy or physiological result; neither 
in his experience nor observation has it been noted. 
There is nothing to indicate an inclination to de- 
velop the masculine, either in vocal changes, ges- 
tures, locomotion, language, sexuality, or general 
appearance. 

That the removal of any or all of the sexually 
diseased organs was a factor in producing insanity 
was not evident. Unfortunately, hereditary in- 
sanity developed in a few cases reported in the 
literature, but the operation upon and removal of a 
diseased organ was not and could not be responsible. 
Any number of women with acquired insanity have 
been entirely restored to health. In his series, one 
woman, who had been insane for years, and another, 
insane for five years, were completely restored to a 
normal mental condition. 

Prolongation of climacteric symptoms, following 
the surgical menopause, was never observed, but 
exacerbation of such symptoms was quite evident 
in the majority of patients, especially in the highly 
nervous type and those between the ages of 30 and 
38. After entering the climacteric age, the opera- 
tion may cause an apparent change to an appre- 
ciable extent. The exacerbation of symptoms was 
most pronounced in those between 30 and 4o years 
of age, but these symptoms ended quickly. 

It was questionable if there was any amelioration 
of symptoms when a whole or part of an ovary was 
left and the uterus removed. It softened the se- 
verity, but, on the other hand, no appreciable gain 
in the long run was noted. In those patients in 
whom a transplantation of ovarian tissue was made, 
a recovery analogous to conservation of tissue in 
situ was noted. It was not encouraging to leave 
ovarian tissue where severe infection necessitated 
the removal of the uterus and one tube and ovary, 
or the uterus alone. Five per cent of the patients 
formerly operated on with the idea of leaving some 
of the tissue, which looked healthy, were reoperated 
on within a year. During the past four years it 
has been the author’s practice to treat severe in- 
fection in the most radical manner and the result 
has been gratifying in every instance. 

The author has reached the following conclusions 
after considering 84 cases in which the pre-surgical 
and post-surgical history were secured: 

1. Thirty-five per cent gradually lost their 
sexual desire. After operation sexual desire re- 
turned in 34 per cent with improvement in all. 

2. Twenty per cent were possessed of abnormal 
sexual desire and about 5 per cent of these were 
perverts—some mild, a few severe. Operation re- 
lieved about one-half, but in three cases of severe 
perversion no improvement was noted. 

3. In 55 per cent, therefore, there was a deviation 
from normal in the sexual appetite due entirely 
to diseased conditions; and all were benefited in 
this respect, except the advanced perverts. 
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4. The removal of the uterus, tubes, and ovaries 
increased the sexual appetite almost immediately, 
but this gradually diminished year by year. With 
the removal of the uterus only, the appetite assumed 
a more normal and constant aspect, while the re- 
moval of the ovaries seemed to lessen it during the 
first few months, followed by a gradual return to 
normal. Depressing mental effects from ablation 
of the ovaries was much more noticeable than when 
the uterus alone was removed. When the uterus 
and ovaries were removed, there was much less de- 
pression than when the ovaries alone were taken 
out. The depression was accounted for as being 
due to the mental or physical impression upon the 
sensitive female organization, as most women felt 
that they were sacrificing the greatest blessing of 
wifehood and motherhood. It was noticeable in 
women who did not desire a family that complete 
and radical operation never depressed them, that 
the intercurrent symptoms of induced menopause 
were rather insignificant, that a hopeful convales- 
cence ensued, and that mental and physical vigor 
was a constant and characteristic result. 

Epwarp L. CorNELL.. 


Von Graff, E.: The Thyroid and the Genital 
Organs (Schilddriise und Genitale). Arch. f. Gynék., 
1914, Cll, 109. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Freund found coincidence of pregnancy and goiter 
in co per cent of cases; Von Graff examined 654 
women during the second half of pregnancy to test 
the frequency of this coincidence. He found it in 
44 per cent of the cases among the women of Vienna 
and in 49 per cent in other women. An increase 
during pregnancy was found in only 7 per cent.. In 
comparison with 500 non-pregnant women there 
was an increase of only 9g per cent in the positive 
cases in pregnancy, 15 per cent in women of Vienna. 
The regular increase in the size of the thyroid during 
labor that Freund found constantly Von Graff 
found in only 35 per cent of the cases. The latter 
could not find an increase at the end of the first 
week in connection with lactation; rather the swell- 
ing of the thyroid decreased continuously during 
the puerperium, though sometimes incompletely, so 
that a permanent enlargement remained. 

After a detailed discussion of some cases of preg- 
nancy complicated by pathological goiters the 
author takes up the question of the effect of goiter 
on metabolism. Among 499 pregnant women he 
found spontaneous glycosuria in 13.8 per cent; 
among the women with goiter in 15.8 per cent and 
those without goiter in only 11.2 per cent. The 
difference was more pronounced in alimentary 
glycosuria, 58 per cent in patients with goiter, 
24 per cent in those without it. Albuminuria was 
somewhat more frequent in women without goiter; 
21.1 per cent as compared with 16.6 per cent. Giv- 
ing ovarian extract had no effect on the size of the 
goiter. Freund’s assertion that goiter frequently 
appeared during the climacteric was rejected, as 
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well as his claim that goiter often coexists with 
myoma. Ham. 


Veit, J.: Eugenics and Gynecology (Eugenik und 
Gynikologie). Deutsche med. Wchnschr., 1914, xl, 


420. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Veit reports a cesarean section in a 36-year-old 
chondrodystrophic dwarf with the delivery of a 
normal, well-formed child, and on the same day 
the delivery of an anencephalus by a normal 18- 
year-old girl. On the basis of these cases he opposes 
the demand of Hirsch that the obstetrician should 
take eugenics into consideration more than has 
heretofore been done, and that patients with heredi- 
tary taint should be sterilized. He then discusses 
the theoretical principles of eugenics in relation to 
psychosis, epilepsy, imbecility, chronic alcoholism, 
infectious diseases, especially tuberculosis and syph- 
ilis, marriage of relatives, etc., and says that it is 
well known that injury to the descendants may occur 
from disease and inherited predisposition from the 
parents, but that this does not necessarily occur. 
He doubts whether it is justifiable to draw such 
practical conclusions from this teaching, as, for 
example, the forbidding of marriage, and thinks it 
would be better to inculcate eugenic principles in 
the knowledge, customs, and moral conceptions of 
the people than to forbid marriage. Sterilization 
and artificial! abortion from eugenic indications, he 
believes, are measures that at present cannot be 
shown to be necessary on scientific grounds. So 
long as the study of heredity has not shown when 
inherited taint must lead to injury of the descend- 
ants, he thinks no such serious measures should 
be taken. Kiem. 


Schmitz, H.: Massive X-Raying in Gynecology. 
Surg., Gynec. & Obst., 1914, xvili, 516. 
By Surg., Gynec. & Obst. 


The author reviews the biological foundation 
of gynecological radiotherapy, minutely describes 
the technique and its results on the treatment, cites 
the methods used by Albers-Schénberg, Gauss, and 
himself, and finally dwells on the different gyneco- 
logical diseases which may be subjected to raying 
and gives the indications for the treatment. 

His technique is as follows: Focal distance 
20-22 cm., 3mm. aluminum filter, current of 4 to 5 
ma., water-cooled tubes of 9 to 12 Wehnelt, 6 to 12 
fields, each of 5 sq. cm. Each field is rayed twice 
during a series of six daily sittings and an ammount 
of 8to 10X is applied to each field. The total amount 
during one series is from 120 to 240X. An inter- 
mission of three weeks is taken between series. The 
skin is compressed by a tube and the intestines are 
displaced by a slight elevation of the pelvis. 

Metropathia hemorrhagica, chronic metritis, myo- 
ma uteri, pruritus vulve, adnexal inflammation, and 
dysmenorrhoea, have been successfully treated. 
Malignant disease of the pelvic organs was never 
benefited by massive raying. 





GYNECOLOGY 


Hdlder, H.: Irradiation in Gynecology (Uber Strahl- 
enbehandlung in der Gynikologie). Med. cor.-Bl. d. 
wtirltemb. arztl. Landesver., 1914, \xxxiv, 105. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The Tiibingen Gynecological Clinic in general 
follows Gauss’ technique but avoids the extra- 
ordinarily high doses. Submucous myomata, those 
with a foetid discharge or necrosis and those with 
symptoms of incarceration are excluded from 
treatment. Among 53 cases of myoma and climac- 
teric hemorrhage, the uterus had to be removed 
once because the hemorrhage did not stop. On 
operation a submucous necrotic myoma as large as 
a fist was found. Good results were also obtained 
in some cases of genital tuberculosis. With réntgen 
treatment alone unsatisfactory results were obtained 
in the 26 cases of cancer of the cervix, which were 
almost all in an advanced stage. Nor were the 
results changed much when 22 mg. of radium bro- 
mide were used. GOLDSCHMIDT. 


Klein, H. V.: Value of Hydrotherapy in Gynecol- 
ogy (Die Bedeutung der Hydrotherapie fiir den 
Gynekologen). Zischr. f. physikal. u. didtet. Therap., 
1914, XVill, 17. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A summary is given of the results obtained in the 
hydrotherapeutic section of Wertheim’s clinic since 
its establishment a year and a half ago. Hydro- 
therapy is used as a prophylactic in healthy women, 
as a treatment for sick ones, and hygienically, for 
pregnant and puerperal women. Hydrotherapeutic 
treatments which have been begun can be continued 
during menstruation without any danger. During 
the first half of normal pregnancy Klein recom- 
mends tub baths, three to four times a week for ten 
or fifteen minutes at a temperature of 32° to 34°. 

They can be continued during the second half, but 

toward the end of pregnancy, he prefers shower baths. 

Normally, irrigation of the vagina is superfluous; 
only if there is a yellow discharge from the vagina 
it must be disinfected with bichloride or lysol. He 
has had no experience with Zweifel’s lactic acid irri- 
gations, which should not contain 5 per cent, but 
only o.5 per cent lactic acid. Hydrotherapy should 
not be employed in eclampsia; the results in perni- 
cious vomiting were negative. In febrile diseases 
during the puerperium warm packs and cool baths 
are of value in reducing the high temperature. In 
parametritic exudates and chronic inflammatory 
tumors of the adnexa mud baths are recommended, 
in pruritus vulve and beginning kraurosis warm 
douches of the pelvis and carbonic acid baths. 

Hamm. 


Schaeffer, R.: The Frequency, Causes, and Treat- 
ment of Sterility in Women (Uber Hiufigkeit, 
Ursachen und Behandlung der Sterilitaét der Frauen. 
Fin statistischer Beitrag). Zischr. f. Bekémpf. d. Ge- 
schlectskrankh., 1913, XV, 39. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Among 5,196 married women of the laboring class- 
es in Berlin who visited the policlinic, 500 or 9.6 
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per cent, were primarily sterile, while 595, or 11.5 
per cent, were childless. The determination of the 
potency of the husbands of women with gyne- 
cological diseases is difficult, as many of the men 
refuse the examination. 

Reports as to the frequency of gonorrhoea in 
sterile women vary widely. Some authors demand 
demonstration of gonococci for diagnosis, while 
others consider the clinical diagnosis sufficient. In 
many cases of chronic gonorrhoea the gonococci 
cannot be demonstrated, and the presence of in- 
flammatory diseases of the adnexa in sterile women 
may be regarded as practically a proof of gonorrhcea. 
The pathological causes given as causes for sterility 
can generally be regarded only as probable causes 
or as factors that have been found by experience to 
render conception difficult. 

Among the 451 women in Schaeffer’s clinic with 
primary sterility, 304, or 67.3 per cent, suffered from 
gonorrhoea or from inflammatory diseases of the 
internal generative organs that were to be attributed 
almost exclusively to gonorrhoea. Acquired causes 
of sterility are far in excess of congenital ones. 
Among 378 cases of women secondarily sterile, 271, 
or 71 per cent, suffered from gonorrhoea or inflam- 
matory diseases of the genital organs. 

The best results were obtained from treatment in 
uncomplicated stenosis of the cervix, endometritis, 
dysmenorrhoea, and retroflexion, but even in 
gonorrhcea, treatment if begun early and carried out 
carefully was successful in a part of the cases. 
Therefore, early diagnosis of the cause of sterility 
is essential in order to begin treatment early. 

KOHLER. 


Kakuschkin, N. M.: Exploratory Puncture in 
Exudates and Different Collections of Fluid 
in the Pelvis (Beobachtungen iiber die Probepunk- 
tion bei Exsudaten und verschiedenen Ansamm- 
lungen im Becken). Zéschr. f. Geburtsh. u. Gyndk. 
1913, Xxvili, 1783. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author has used exploratory puncture for 

diagnostic and therapeutic purposes in different in- 
flammatory processes of the adnexa and pelvic cellu- 
lar tissue, except in violent acute cases such as retro- 
uterine hematocele, and comes to the following con- 
clusions: (1) The puncture in many cases causes a 
fall in temperature and hastens the absorption of the 
products of inflammation. (2) The action of the 
puncture in lowering temperature and hastening 
absorption is explained partly by changes in the 
circulation in the area of the puncture on account 
of the hyperemia caused by the puncture and partly 
by the removal of some of the contents of the 
inflamed focus. (3) He uses puncture systematical- 
ly in the treatment of old pelvic exudates. (4) In 
fresh cases with a highly virulent exudate the 
temperature may rise after the puncture, because 
the microbes from the focus of infection are trans- 
mitted to the general circulation through the trauma 
caused by the puncture. GINSBURG. 
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Gerdes, I. U.: A Case of External Female Pseudo- 
hermaphroditism (Ein Fall von Pseudoher- 
Hosp.-Tid., 


maphroditismus femininus externus). 
Kjobenh., 1913, vi, 1391. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


A 43-year-old unmarried woman had nephrectomy 
performed for kidney tuberculosis on the right side. 
She died the day after the operation of embolus of 
the pulmonary artery. The post-mortem showed 
the following conditions: Thorax of masculine form; 
mammary glands not developed; pubic hair of 
masculine type; clitoris 5 cm. long with a marked 
prepuce, corona, and retro-glandular sulcus; on the 
lower side of the clitoris there was a furrow which 
continued into a canal into which both the vagina 
and the prostatic part of the urethra emptied; the 
prostate was well developed, the vagina broad and 
roomy and 6 cm. long; the uterus was also well 
developed, 6 cm. long with a smooth mucous mem- 
brane; and the ovaries were oval, and of the normal 
size. There were no corpora lutea, no cysts, and 
no depressions showing ruptured follicles on the 
surface. The adrenals were very large, the right one 
being 8 cm. broad, 5 cm. long and 2!4 cm. thick. 
Little was known of the mode of life and character 
of the patient, but as a child she had generally 
played with boys. She took no interest in feminine 
activities, and had never had an intimate relation 
with either a man or a woman. In the hospital 
where she was placed with other women patients 
she showed a great interest in them, so that it 
would seem that her feelings were homosexual. 

S. A. GAMMELTOFT. 


Jachontoff, A.: Transverse Incision of the Abdom- 
inal Fascia in Gynecological Laparotomies 
(Zur Frage des Fascienquerschnittes der Bauch- 
wand bei gynikologischen Laparotomien). Zéschr. 
f. Geburtsh. u. Gyndk., 1913, xxviii, 1675. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb 


The author reports 160 gynecological operations 
with Pfannenstiel’s transverse incision of the fascia. 
The skin incision is arched and g cm. long. There 
is a transverse incision of the aponeurosis and the 
upper edge is dissected with a blunt instrument. 
At the linea alba where the edges of the recti touch, 
the aponeurosis is dissected with a knife. Large 
tumors may be removed in this way, solid ones 
piecemeal, cysts by being punctured. The lower 
edge of the wound allows a good view of the true 
pelvis, which is generally necessary in gynecological 
operations. Hzmatomata are avoided by careful 
ligation. The coils of intestine are under the 
diaphragm and covered with omentum, the patient 
being in the Trendelenburg position. The trans- 
verse incision prevents post-operative hernias, and 
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the cosmetic result is more satisfactory than in the 

longitudinal incision. The author believes in ex- 

tending the indications for the transverse incision. 
GINSBURG. 


Kelly H. A. and Dumm, W. M.: Urinary Incon- 
tinence in Women, without Manifest Injury 
to the Bladder; A Report of Cases. Surg., 
Gynec. & Obst., 1914, xviii, 444. 

By Surg., Gynec. & Obst. 


The authors report the results of a series of 20 
cases of urinary incontinence operated upon in the 
Gynecological Clinic of the Johns Hopkins Hospital 
and Kelly’s Sanatarium. Various methods of treat- 
ment for urinary incontinence both palliative and 
operative are reviewed. For thirteen years Kelly 
has adopted an operative procedure which is as 
follows: 

1. With a small Pezzer catheter in the bladder as 
a guide a median incision about 3.5 or 5 cm. long 
is made in the anterior vaginal wall, the neck of the 
bladder falling at about the center of the incision. 

2. The bladder and urethra are detached from 
the vagina by blunt dissection so that the finger is 
able to grasp one-half or two-thirds of the neck of 
the bladder, including the contiguous urethra. 

3. The tissues at the vesical neck are brought 
together by two or three transverse mattress sutures 
of fine linen or silk. The mushroom catheter is then 
removed, the head of the catheter escaping with a 
jump as it clears the reconstructed sphincter area. 

4. The redundant vaginal walls are resected so 
that the remaining tissues can be snugly approxi- 
mated from side to side, thus supporting the vesical 
area operated upon and avoiding dead space. 

Fowler’s position is assumed immediately follow- 
ing operation, but catheterization is not done un- 
less imperative. The patient is up on the fourth 
day, providing it has not been necessary to combine 
some other procedure with the one described. 
Eighty per cent of the cases operated upon proved 
successful. 

The following conclusions are noted: 

1. There is a type of urinary incontinence in 
women with no manifest injury to the bladder, 
which is due to an impairment of function of the 
sphincter muscle at the internal orifice of the 
urethra. It is most common among multipare in 
the fourth decade. 

2. The operation as performed by Kelly is the 
most satisfactory thus far suggested for this type 
of incontinence. Entire control is given in a large 
percentage of cases by means of a mechanical res- 
toration of the sphincter area at the vesical neck. 

The operation may be done under local or general 
anesthesia. The post-operative treatment is simple. 
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Eisenreich, O.: Biological Study of Normal 
Pregnancy and Eclampsia, with Special Con- 
sideration of Anaphylaxis (Biologische Studien 
iiber normale Schwangerschaft und Eklampsie mit 
besonderer_ Beriicksichtigung der Anaphylaxie). 
Samml. klin. Vortr., 1914, No. 694, 660. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author tried experimentally to solve the 
question of whether eclampsia is to be regarded as 
an anaphylactic phenomenon. He sketches the 
historical development of the theory of eclampsia, 
the last stage in which he conceives eclampsia to be 
due to anaphylactic shock, discusses the principles 
of anaphylaxis and the theoretical possibility of the 
appearance of anaphylaxis in pregnancy, that is an 
anaphylactic reaction of the maternal organism to 
foetal albumen. 

The attempts to prove the anaphylactic nature of 
eclampsia by the methods heretofore in use have 
not given decisive results.. The author therefore 
tried to decide the question by the passive transmis- 
sion of hypersensitiveness. He sensitized guinea 
pigs by the intraperitoneal injection of maternal 
serum; after 24 to 36 hours he gave an intravenous 
re-injection with foetal serum. Of fifty guinea pigs 
treated in this way with maternal and foetal serum, 
41 showed no symptoms; 9 showed non-characteristic 
pseudoanaphylactic symptoms. Sixteen guinea pigs 
that had been treated with the serum of eclamp- 
tic mothers and their children showed the same 
symptoms. Not a single animal died of shock. 
These experiments show that eclampsia is not an 
anaphylactic phenomenon. Also experiments made 
by the author in regard to the condition of comple- 
ments in normal and eclamptic pregnant women do 
not support the assumption that there are anaphy- 
lactic relations between mother and child. But the 
complement experiments show clearly that in 
eclamptic patients biological processes are taking 
place that seldom or never occur in the normal preg- 
nant woman. The complement content of the 
serum of a normal woman is practically constant, 
while that of the eclamptic woman shows great 
variations, which, however, are by no means uniform. 
Experiments with the complement-fixation reaction 
showed that there was no antibody reaction between 
the mother and child. The details of the experi- 
ments must be read in the original. Lampe. 


Peters: Duration of Pregnancy (Schwangerschait- 
sdauer). Zentralbl. f. Gyndk., 1914, Xxxviii, 329. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


It is known now that ovulation generally takes 
place 18 to 19 days after the beginning of the last 


menstruation. We can, therefore, determine with 
greater certainty the beginning of pregnancy. In 
cases where coitus has taken place regularly, rupture 
of the follicle and beginning of pregnancy are al- 
most synchronous. The date of birth may be 
delayed 5 to 7 days by the possibility that the ovum 
may have been impregnated during its migration. 
The cases where there has been only a single coitus 
should be examined for this point. The duration 
of pregnancy should be reckoned from many thou- 
sands of cases with normal mature foetuses and a 
definite knowledge of the date of beginning of the 
last menstrual period. L. Hresca. 


Findley, P.: Ectopic Pregnancy. Med. Fortnightly, 
1914, xlv, 152. By Surg., Gynec. & Obst. 
Two phases of the subject of ectopic pregnancy 
are of special interest, i.e., (1) diagnosis before rup- 
ture of the gestation sac, and (2) immediate versus 
deferred operation for intra-abdominal hemorrhage. 
Findley believes that early diagnosis is very sel- 
dom positively made. Ectopic pregnancy should 
always be considered in women of the child-bearing 
age with pelvic disorders, especially in those with a 
history of tubal infection some years back. Also, in 
women whose periods are from four to twenty days 
overdue, followed by a dark clotted flow, the con- 
dition should be considered. 

The initial hemorrhage which follows rupture of 
the tube is not as a rule great, but the attending 
shock may be profound. Every means should be 
used to restore this patient to a better condition, 
but should secondary hemorrhage follow, an oper- 
ation should immediately be performed with all 
possible speed. 

Before rupture the only safe procedure is removal 
of the pregnant tube. Late after rupture only 
vaginal drainage is, as a rule, necessary. 

EUGENE CAry. 


Fries: Unusual Forms of Ectopic Pregnancy (Uber 
seltener Formen  ektopischer Schwangerschaft). 
Deutsche med. Wehuschr., t914, xl, 202. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports two cases of his own of ovarian 
and peritoneal pregnancy. In one case the left 
ovary, transformed into a blood cyst, lay in Douglas’ 
pouch. Villi could be demonstrated in it microscop- 
ically. In the second case the ovum was located at 
the seat of the appendix which had previously been 
removed; it was a blood nodule as large as a walnut 
and was covered in an apron-like fashion by omen- 
tum. The cavity of the ovum with the embryo and 
villi could be demonstrated microscopically. The 
author regards both cases as genuine. RUNGE. 
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Beckmann, W. G.: Two Cases of Extra-Uterine 
Pregnancy Persisting after Rupture of the 
Pregnant Tube and the Pregnant Uterus (Zwei 
Falle von progressierender Extrauteringraviditat 
nach Ruptur der schwangeren Tube und des 
schwangeren Uterus). Zéschr. f. Geburish. wu. 
Gyndk. 1913, xxviii, 1850. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The first case was a 35-year-old VI-para, whose 
last delivery was 7 years previous. For four months 
she had had increasing pain in the abdomen. In 
the left lower quadrant was an irregular tumor. 

The uterus, displaced to the right, could not be pal- 

pated. No foetal movements or foetal heart sound 

could be discerned. Laparotomy was performed, 
and old blood found in the abdominal cavity. The 
foetus was found in the left side of the abdomen with 
the membranes adherent to the intestine and omen- 
tum. The placenta was located on the sigmoid 
flexure and omentum. In loosening the placenta 
from the intestine the serous membrane was injured. 

Death occurred on the fourth day from peritonitis. 

The foetus was 33 cm. long, the head flattened; 

there was torticollis and talipes calcaneovalgus. 

The second case was a 36-year-old VI-para, whose 
last delivery was three years before. The abdomen 
was the size of a full-term pregnancy; the uterus was 
enlarged; and there were foetal movements and heart 
sounds. The clinical diagnosis was either intra- 
uterine or extra-uterine pregnancy with adhesions 
to the fundus of the uterus. Laparotomy was per- 
formed and the omentum was found adherent to the 
abdominal wall. Back of the omentum the living 


foetus was found in the left lumbar region with the 
legs in the right hypogastrium. The placenta was 
very large, situated on the fundus of the uterus, and 
adherent to it were the omentum and the intestines. 
The membranes were open on the upper side, the 


legs lay between the coils of intestine. Because of 
the adhesions only a part of the placenta could be 
resected; the other part was sutured to the parietal 
peritoneum. The abdominal wound was drained 
The child was 48 cm. long and weighed 2,550 
grams. On the right upper arm there was a scar 
showing a healed fistula. There was contracture of 
both elbow-joints. The patient died on the sixteenth 
day of peritonitis. There was a rupture 13 cm. long 
in the left side of the uterus. The cavity of the 
uterus contained old blood. The opening indicated 
a rupture of the uterus in the early months of preg- 
nancy. The further development of the foetus took 
place in the abdominal cavity. This case shows the 
danger of such persisting extra-uterine pregnancies; 
the adhesions of the placenta to the intestine cause 
injury of the latter, and leaving the placenta often 
causes peritonitis and death. GINSBURG. 


Graefe: 
(Primire Netzschwangerschaft). 

ak, 1914, Xxxviii, 46. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
In the case reported the left tube was normal; in 
the right there was a hematocele as large as a fist. 


Primary Pregnancy in the Omentum 
Zentralbl. f. Gyn- 
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The ovary and tube were removed and found macro- 
scopically normal. Microscopic examination of the 
tube showed none of the changes of pregnancy. In 
the omentum, which was otherwise normal, there was 
a bluish nodule, as large as a walnut, containing 
blood-clots and chorionic villi. The villi were close 
to the omentum but not connected with it by syncy- 
tium or Langhans’ cells. RUNGE. 


Kerr, J. M. M.: Toxzemias of Pregnancy and Their 
Effects upon Matefial and Infantile Mortality; 
with Suggestions as to How the Association and 
the Public Health Department Might Assist 
in Lessening the Death Rate from Complica- 
tions of Pregnancy and Parturition. Pediatrics., 
1914, XXvVi, 170. By Surg., Gynec. & Obst. 


In a concise way the author attempts to show 
that reporting of pregnancy should be made com- 
pulsory, in order that the maternal and infantile 
death rate resulting from toxemias of pregnancy 
and other complications might be lowered. He 
states that in the Indoor Department of the Glascow 
Maternity Hospital during the years 1901-1910 
inclusive there were 293 cases of eclampsia; of these, 
88 mothers died, a maternal death rate of 30 per 
cent. As regards the children, 208 were born dead 
or died, an infantile mortality of 70 per cent. 
Several of the mothers developed chronic Bright’s 
disease; and among the children who lived, several 
died shortly after birth, and many were premature, 
poorly nourished, and started life very much handi- 
capped. As evidence, he says the average weight of 
the children was only five and three-quarters pounds. 

In the same hospital, during the same ten years, 
there were 121 cases of albuminuria, with a maternal 
mortality of 7, or 5.8 percent, andaninfantile mortal- 
ity of 33, or 27.2 per cent. The author states that 
the above statistics go to show that if pregnant 
women were treated while they had albuminuria. 
and especially early, a great number of maternal 
and infantile lives would be saved. He is of the 
opinion that the only solution of this problem is to 
have the public health department take charge of it 
and require reporting of pregnancy as they do with 
infectious cases; this would assist the poorer class of 
people and better enable them to receive the proper 
kind of advice at the right time. Wm. D. Purttirs. 


Haughton, S.: The Prophylaxis and Treatment 
of Pre-Eclamptic Toxzemia and Eclampsia. 
Indian M. Gaz., 1914, xlix, 137. 

By Surg., Gynec. & Obst. 

‘* As prevention is better than cure, it follows that 
the importance of prophylactic treatment cannot 
be too urgently insisted upon.” As a means of 
accomplishing the above the author suggests that 
most careful attention should be paid to the pa- 
tient’s general condition. The following symptoms 

if complained of, should be investigated at once: (1) 

Headache, (2) disturbances of vision, (3) nausea, vom- 

iting, and constipation (great care being taken to in- 

sure a daily evacuation of the bowels), (4) gastric pain, 
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(5) oedema of the limbs. He says that pre-eclamp- 
tic toxemia usually appears in the second half of 
pregnancy, and but rarely in its later months. 
The treatment suggested for pre-eclamptic tox- 
emia consists in putting the patient to bed; for 
the first 24 hours, giving only water and a large 
dose of epsom salts; should the patient’s condition 
remain the same, bleeding and hypodermoclysis 
of saline solution should be resorted to. In spite 
of the above, should the symptoms grow worse, 
the author suggests emptying the uterus and the 
use of the following working rules: (1) Ifthe patient 
is in labor and the cervix nearly fully dilated, the 
dilatation should be completed, version done, or 
forceps applied. (2) If the patient is not in labor 
palliative treatment should be tried, and if after 
two or three hours the progress of the disease is not 
arrested, the uterus should be emptied by dilatation 
of the cervix after Harris’s method or by either 
vaginal hysterotomy or cesarean section, vaginal 
hysterotomy being the operation of choice during 
the early months of pregnancy. Gastric lavage, 
bleeding, injections of salt solutions, etc., should 
be used to eliminate the poisons, most careful at- 
tention being paid to the diet. Ww. D. Putts. ° 


Aschner, B.: Retrograde Amnesia Following 


Eclampsia (Uber die posteklamptische Amnesie). 
Zischr. f. Geburtsh. u. Gyndk., 1913, Ixxv, 405. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author observed two cases of true retrograde 
amnesia following eclampsia, the loss of memory 


extending from several weeks to a year before the 
beginning of the attacks. The amnesia bore no rela- 
tion to the number of the attacks. It was probably 
a deep-seated disturbance of the bonds of association 
between individual facts, not a complete loss of the 
elements of consciousness involved (Von Striimpell), 
for many memories returned with the freshening of 
the associations. Probably closer examination will 
reveal the fact that retrograde amnesia is a regular 
feature of the symptom-complex of eclampsia. 
Dorn. 


Danforth, W. C.: Czsarean Section, with Report 
of Fourteen Cases from the Services of Drs. 
Parkes and Danforth. IJilinois M. J., 1914, xxv, 
213. By Surg., Gynec. & Obst. 

This article is a short review of the literature 
with a brief report of 14 cesarean sections. They 
were performed for the following indications: 

Ovarian cyst, 1; placenta previa, 3; rigid cervix 

and deficient powers, 1; absolutely contracted 

pelvis, 1; eclampsia, 5; slight pelvic contraction, 2; 

uterine inertia, 1. CAREY CULBERTSON. 


Barris, J.: The Treatment of Pregnancy Compli- 
cated by Morbus Cordis, by Means of Caesarean 
Section under Spinal Anesthesia. J. Obst. & 
Gynec. Brit. Emp., 1914, xxv, 186. 

By Surg., Gynec. & Obst. 


Five cases of the above are reported, one of the 
author’s and four from the literature. In the 


181 


author’s case, section was the operation of choice 
for the following reasons: (1) To practice rapid 
delivery, some form of anzsthesia was necessary. (2) 
A general anesthetic was contra-indicated owing not 
only to the valvular lesions, but to the condition of 
the cardiac muscle; therefore, some special method 
such as local or spinal anesthesia was indicated. (3) 
Abdominal cesarean section was preferred to vaginal 
on account of the size of the child, and also because 
by the abdominal route a portion of both tubes 
could be removed and the patient be protected by 
rendering her sterile. 

Stovaine, o.1 gm., with dextrose, 0.05 gm., dis- 
solved in 1 ccm. of sterilized water, was injected be- 
tween the third and fourth lumbar vertebre, followed 
by a second dose in twenty minutes. During the 
operation 1 ccm. of pituitary extract was injected 
and oxygen inhalation administered. The blood- 
pressure fell from 240 mm. Hg. to 160. Recovery 
was uninterrupted. The author makes these points 
in résumé: 

1. It must be admitted that some cases of cardiac 
disease pass through labor unexpectedly well apart 
from this treatment. 

2. On the other hand the method has the merit 
of great rapidity and of relieving the cardiac muscle 
of strain during the first and second stages of labor, 
thus diminishing the risks both of cardiac failure and 
of embolism. 

3. Sterilization may be carried out at the same 
time. 

4. There is no predisposition to uterine inertia, 
especially where pituitary extract is given immedi- 
ately before making the abdominal incision. 

5. The child appears to run no risk from asphyxia, 
crying at once after extraction. 

6. No undue amount of shock was observed in 
the cases recorded. 

7. The mental effect upon the patient is a possi- 
ble drawback to the method. This may be mini- 
mized by administering morphia or scopolamine 
before the operation and by cocainizing the skin 
prior to the injection of the spinal anesthetic. 

CAREY CULBERTSON, 


Spalding, A. B.: Some Principles Governing the 
Indications for Czesarean Section. Calif. Si. J. 
Med., 1914, xii, 152. By Surg., Gynec. & Obst. 

The author reviews some of the factors governing 
the indications for cesarean section, tabulates his 
results in a series of 25 such operations, and discusses 
the results. In a series of over 700 private and 
hospital maternity cases he found contracted pelves 
in less than ro per cent of the women, and in but 
two of this number was the contraction of the con- 
jugata vera 714 cm. or less. Among his 25 casarean 
operations, 10 were done for moderate degrees of 
pelvic contraction, 4 of these being done with perfect 
results to mother and baby after a severe test of 
labor had failed to cause the head to engage; 4 were 
done for pelvic tumor; 3 for placenta previa, with 
perfect results to both mother and baby; 2 with 
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broken compensation; one with marked oedema of 
the legs, vulva, and abdomen; one for eclampsia; 
and one for hyperemesis gravidarum. 

C. D. HoLmeEs. 


Hofmann, E.: Simultaneous Abortion and Tubal 
Sterilization (Zur einzeitigen Aborteinleitung und 
Tubersterilisation). Ztschr. f. Geburtsh. u. Gynék. 
1913, Ixxv, 320. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author recommends Guggisberg-Bern’s trans- 
peritoneal, abdominal method for the simultaneous 
induction of abortion and tubal sterilization. A 
median incision is made in the uterus so that the 
ovum can be removed with slight pressure. The 
cavity is curetted and the wound sutured with con- 
tinuous catgut sutures. The tube is tied off from 
its mesosalpinx and ligated 1 to 2 cm. from the 
angle of the tube with silk, and the stump is buried 
beneath the peritoneum with continuous silk-sutures. 
The drainage through the cervix recommended by 
Sellheim is considered superfluous. The results 
were excellent in 20 cases. ScHAFER. 


Ebeler, F.: Treatment of Abortion (Zur Abortbe- 
handlung). Ziéschr. f. Geburtsh. u.Gynak., 1913, lxxv, 


4Il. 
By Zentralbl. f. d. ges. Gyniak. u. Geburtsh. s. d. Grenzgeb. 


Ebeler reports the results of the treatment of 
abortion at the Cologne gynecological clinic for the 
past two years. Of 641 cases 76.9 were admitted in 
an afebrile condition, 23.1 per cent febrile. When 
abortion was imminent conservative treatment was 


employed with very good results, otherwise active 
treatment was used, without regard to the bacterio- 
logical findings, if the infection had not passed be- 
yond the uterus. When possible, curettage with the 
finger was employed, sometimes supplemented by a 


large curette. Dilatation was accomplished with 
laminaria or Hegar tents. 

Of the 493 afebrile cases 42 abortions were immi- 
nent and proceeded without fever; there were 7 
artificial abortions, afebrile; 43 cases of endometritis 
after abortion; fever only once for a short time after 
curettage; 85 abortions in process, with slight rises 
of temperature in two cases; 316 incomplete abor- 
tions, 290 of them free from fever, 26 with fever 
afterward, tumors of the adnexa and parametritis. 
There was no severe illness and no deaths. 

Of the 148 febrile abortions the fever quickly dis- 
appeared in 2 imminent abortions, 1 case of arti- 
ficial abortion died of tuberculosis; 17 abortions in 
process recovered quickly from the fever except one. 
Of 123 incomplete abortions the fever promptly 
declined in 94, in 29 the fever continued with com- 
plications in some cases; 6 deaths, 4.9 per cent. 
Three of these were admitted in a desperate condi- 
tion, 1 died of peritoneal tuberculosis, 1 of sepsis 
from criminal abortion, only 1 case could have been 
unfavorably influenced by the curettage. In conclu- 
sion the author recommends active treatment by 
digital curettage without regard to the bacteriologi- 
cal findings. Bonpy. 
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Traugott, M.: Active and Conservative Treatment 
of Streptoccocus Abortion and Its Results 
(Aktive und konservative Behandlung des Strep- 
tokokkenaborts und ihre Resultate). Zischr. f 
Geburtsh. u. Gynék., 1913, 1xxv, 375. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Traugott firmly believes in the conservative treat- 
ment of streptococcus abortion. His statistics 
include all the cases from the Frankfurt gynecologi- 
cal clinic. Of 246 cases with obligate saprophytes. 
195 were treated actively, 51 conservatively. Of 
237 streptococcus abortions, 99 were treated actively 
and 138 conservatively. Of those actively treated 
the process remained confined to the uterus in 67.7 
per cent, of the conservatively treated in 94.9 per 
cent. There were periuterine diseases and metas- 
tases in 14.1 per cent of the actively treated cases, 
and in 2.9 per cent of the conservatively treated 
ones. In the former there was 18.1 per cent mortal- 
ity, in the latter 2.2 per cent. Deducting the crim- 
inal cases from the conservatively treated streptococ- 
cus abortions there remained 1 case of mild parame- 
tritis which recovered, and 1 of purulent peritonitis 
that died; that is 0.79 per cent mortality. 

The active cases remained on an average 24 days 
in the hospital, the conservative ones 13.4. Of 76 
cases of streptococcus abortion that were admitted 
free of fever, 40 were treated actively and 36 con- 
servatively. Of those treated actively 47.5 per cent 
remained afebrile after treatment, 32.5 per cent had 
fever, 12.5 per cent had periuterine affections and 
metastases, 7.5 per cent died. Of those treated con- 
servatively 80.6 per cent remained afebrile, 19.4 per 
cent had fever, there were no periuterine diseases 
and no deaths. 

The conclusions are: Every case of abortion must 
be examined bacteriologically. Saprophytic cases 
should be treated actively at once, but streptococcus 
abortions should be treated conservatively; that is, 
with rest in bed, ice, avoidance of unnecessary exam- 
inations and manipulations, and after spontaneous 
evacuation of the uterus, curettage, which is then 
without danger. Dangerous hemorrhage may 
constitute an indication for emptying the uterus, but 
it is rare. The fact that there is no fever does not 
prove that no virulent germs are present; only 
bacteriological examination establishes the progno- 
sis. In streptococcus abortion even when afebrile 
the prognosis is doubtful. The conservative treat- 
ment is always to be preferred to the active in strep- 
tococcus abortion and does not increase the duration 
of the sickness, on the contrary, it requires great 
courage to proceed actively. BIsCHOFF. 


Hofmann, E.: Coagulability of the Blood and the 
Blood Count in Normal, Hyperthyroid, and 
Hypothyroid Women during Pregnancy and 
the Puerperium (Zur Blutgerinnung und zum 
Blutbild bei normalen, hyperthyreotischen und 
hypothyreotischen Schwangeren und Wochnerin- 
nen). Zéschr. f. Geburtsh. u. Gynék., 1913, \xxv, 246. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In pregnant women with normal thyroids the 
coagulation time of the blood is somewhat shortened. 





OBSTETRICS 


In pregnant women with large, vascular, soft goiters 
there is no variation from the normal coagulation 
time. In pregnant women with hypothyroidism 
the coagulation time seems to be somewhat shorter 
than in normal pregnant women, but further re- 
search is necessary in order to determine this 
question definitely. In labor the coagulation time 
of the blood is reduced in about 50 per cent of the 
cases. 

There is no difference between normal, hyper- 
thyroid and hypothyroid patients. During the 
puerperium the coagulation time is gradually 
lengthened until it returns to normal. There is no 
difference in this particular in the three classes of 
patients. The blood count of normal pregnant 
women shows a slight leucocytosis, involving all the 
cell forms. In pregnant women with hyperthyroid- 
ism in about 4o per cent of the cases there is a slight 
absolute and relative lymphocytosis, which disap- 
pears immediately after delivery and reappears 
during the puerperium. In hypothyroidism the 
conditions seem to be normal. The freezing point 
of the blood of pregnant women is somewhat higher 
than that of non-pregnant ones. In hypothyroid- 
ism, there is no lowering as there is in the non-preg- 
nant condition. RUNGE. 


Austin, C. K.: On the Isoserum Treatment of the 
Incoercible Vomiting of Pregnancy. Med. Rec., 
1914, Ixxx, 705. By Surg., Gynec. & Obst. 


Austin details the theory of Fieux of Bordeaux, 
regarding hyperemesis gravidarum, which states 
that during the period in which the chorionic villi 
flourish and up to the time when they all disappear 
except those which have given rise to the placenta, 
the syncytial cells covering the villi secrete a poison, 
which, when taken up by the maternal circulation, 
intoxicates the mother and produces the early 
vomiting of pregnancy. The presence of the toxin 
determines an antibody reaction and on the more 
or less prompt and effective response on the part 
of the maternal organism depends the degree of 
vomiting. 

Isoserum therapy depends upon the intravenous 
injection of blood from a non-toxic pregnant woman, 
whose pregnancy is of about the same duration as 
that of the patient. 

The only drawback to the method is the difficulty 
of making certain that the blood of the donor is 
innocuous. To this end the Wassermann and 
tuberculin reactions should be studied. 

EDWARD SCHUMANN. 


Von Bardeleben, H.: Principles of Treatment in 
Pregnancy, Complicated by Pulmonary Tuber- 
culosis (Die Prinzipien des therapeutischen FEin- 
griffes bei Lungentuberkulose und Schwanger- 
schaft). Med. Klin. u. Therap., 1913, xii, 440. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Basic principles of treatment in pregnancy com- 


plicated by pulmonary tuberculosis are: (1) Old 
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healed, non-active tubercular processes in the lungs 
do not furnish an indication for abortion. The con- 
dition should be carefully watched, however, for 
there is a possibility of reactivation. (2) In pulmo- 
nary tuberculosis that can be demonstrated clinically 
abortion should be performed. In involvement of 
the apices up until the fourth month simply empty- 
ing the uterus is sufficient. (3) In advanced active 
processes in the lungs and in apical affections after 
the fourth month extirpation of the uterus is ne- 
cessary inorder to remove thesite ofthe placenta. In 
all operations the general treatment must not be 
neglected. GINSBURG. 


Ludwig, F.: Ileus in Pregnancy, Labor, and the 
Puerperium (Ileus bei Schwangerschaft, Geburt 
und Wochenbett). Zéschr. f. Geburtsh. u. Gyndk., 
1913, Ixxv, 324. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports 96 cases of ileus. The cause 

was adhesive bands in 28 cases, volvulus in 13, 
large or retroflexed uterus in 10, once kinking of 
the mesentery and artery, tumor in 25 cases, ob- 
structions in 7, invagination in 4, and hernia in 7. 
The small number of cases due to hernia is note- 
worthy. It may be said that pregnancy offers a 
certain protection against incarceration of hernia. 
Except in the cases of tubal pregnancy the com- 
plication appeared when the uterus began to emerge 
from the true pelvis. The number of cases in- 
creases toward the end of pregnancy, and a con- 
siderable number were observed during the puer- 
perium. The pregnant or puerperal uterus is 
rarely a direct cause of the ileus. Diagnosis is 
very difficult and a careful history is important. 
The prognosis is very unfavorable. The mortality 
of the mothers was 55 per cent. In only a few 
cases has pregnancy continued to term and a living 
child born. Treatment is operative. In the early 
months of pregnancy an attempt should be made 
to preserve it; at the end of it immediate delivery 
should be performed. BENTHIN. 


Tylecote, F. E.: Jaundice of Pregnancy Associated 
with Jaundice in the Offspring. Med. Chroni- 
cle, 1914, lviii, 465. By Surg., Gynec. & Obst. 


The author reports a case of recurrent jaundice 
in eight successive pregnancies — eventually per- 
sistent with xanthoma and jaundice in all but the 
first of the eight children, fatal in six of the seven 
afflicted. The patient, 34 years of age, was admitted 
for persistent jaundice, accompanied by a marked 
xanthomatous condition which had started on 
the face and hands; she had been married when 18 
years of age, and had since then borne eight children, 
of whom only the fifth was alive. Every child had 
been born prematurely. She had never suffered 
from jaundice before her marriage and in each preg- 
nancy it appeared about the third month and in- 
creased until the end of pregnancy. All the children 
except the first, which lived only an hour, had 
jaundice; the other seven children all had jaundice, 
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six dying with convulsions due toit. The fifth child 
was the only one which recovered from the jaun- 
dice, and it was noted that it was the only one that 
was breast-fed. 4 <9 a af ad ad ag GW. D. Patties. 


Vogt, E.: Significance of Kyphoscoliosis in Preg- 
nancy, Labor, and the Puerperium (Uber die 
Bedeutung der Kyphoskoliose fiir Schwangerschaft, 
Geburt und Wochenbett). Arch. f. Gyndk., 1914, Cii, 


60. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In cases of severe rachitic kyphoscoliosis of the 
spinal column the first menstruation generally 
appears late. Many primipare have passed the 
thirtieth year. Spontaneous abortion and _ pre- 
mature delivery is frequently observed. Symptoms 
of heart insufficiency frequently appear during the 
second half of pregnancy or even during labor that 
had not been observed in the non-pregnant state. 
In rare cases death occurred from heart failure dur- 
ing labor or a few hours afterward; most of the 
women did not die, however, during or soon after 
labor from heart disease, but during the puerperium 
from complicated lung diseases. If there is marked 
failure of compensation during pregnancy which 
does not yield readily to medical treatment, im- 
mediate artificial abortion is indicated, preferably 
vaginal or abdominal cesarean section. Operative 


delivery must not be delayed too long. The out- 
look for the children is not bad. The loss of blood 
in the third stage is generally increased. 


RUNGE. 


Goullioud: Pregnancy after Myomectomy (Gross- 
esse aprés myomectomie). Lyon méd., 1914, 576. 
By Journal de Chirurgie. 

Goullioud is a firm believer in myomectomy; his 
cases of fibroids number 648, in 74 of which myo- 
mectomy was performed and abdominal hyster- 
ectomy in 574, which gives 11 per cent of myo- 
mectomies. After these 74 myomectomies there were 
five cases of pregnancy, but-out of the 74, 34 were 
single; there remain, therefore, 40 married women 
with 5 cases of pregnancy, or 12 per cent; and among 
these, 14 were past 4o years of age, so that preg- 
nancy would have been rare without myomectomy. 
This leaves 26 married women under 40 years of 
age, 5 of whom became pregnant, or 20 per cent. 
This figure is still possibly too low, for 16 of the 
patients were not seen again. 

There was no trouble in the development of the 
pregnancy and there were not more than 20 per 
cent of miscarriages. There was nothing abnormal 
during delivery. In short, the results of myomecto- 
my are in general satisfactory, recurrences are rare, 
and, though pregnancy is not frequent, it is possible, 
“a is worth the risk of a second operation ten years 
ater. 

In a recent thesis Benoit-Gossin, a pupil of Goul- 
lioud’s has collected 99 cases of pregnancy after 
myomectomy and besides the cases given above, 
cites 2 unpublished cases of Pollosson and 4 of 
Témoin. R. LERICHE. 
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Bondi, J. and Bondi, S.: Experimental Study of 
Kidney Changes in Pregnancy (Experimentelle 
Untersuchung. iiber Nierenveriinderungen in der 
Schwangerschaft). Arch. f. Gyn@*., 1914, cii, 89. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From their experiments on pregnant and non- 
pregnant animals the authors have come to the 
conclusion that the kidneys of pregnant animals are 
more sensitive to toxins. The functionating parts 
of the kidney are not equally affected. They found 
that there were marked differences in the reaction 
of different parts to uranium and chromium, while 
there were only slight differences with arsenic and 
cantharidin. 

The epithelium of the urinary tubules and 
especially the convoluted tubules seems very easily 
affected in pregnancy. If conclusions can be 
drawn from animal experiments it is this sen- 
sitiveness of the epithelium that causes albuminuria 
in so many pregnancies. More pronounced dis- 
turbances may cause severe nephritis. Different 
causes may produce the injuries to the epithelium. 
As the etiology of parenchymatous nephritis is 
generally bacterial infection, frequently originating 
in the tonsils, in the nephritis of pregnancy this 
point should be considered. In some cases ex- 
amination showed a preceding angina. The severe 
cedema that frequently appears early was regarded 
as the result of retention of chlorides. Benrarn. 


Kaltenschnee: Function of the Ureter in Pregnancy 
(Ureterfunktion in der Schwangerschaft). Zéschr. 

f. Gynak. Urol., 1913, iv, 186. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Kaltenschnee performed chromocystoscopy on 
50 pregnant women who had no abnormal symptoms 
and, from the difference in time in the appearance of 
the first blue color and the difference in the intervals 
between contractions on the right and left sides, 
comes to the conclusion that there is a certain de- 
gree of physiological stasis of the urine in preg- 
nancy, which is due to changes in the anatomical 
relation of the ureters to the surrounding parts. 
Under some conditions this may give rise to colic 
and pyelitis. 

In only 18 per cent of the cases was there normal 
function with relation to the two points mentioned 
above. In 44 per cent the right ureter excreted later 
than the left, in 14 per cent the left later than the 
right; in three cases the right ureter was empty. 
The difference in time between the two was 14 to 15 
minutes; the first blue color normally appears in 
about 14.4 minutes. The interval between contrac- 
tions, which is normally about 30 seconds, was 
unequal in 29 cases, being delayed about 17 seconds 
on the right side. The cause of the stasis is the 
fixation of the ureter to the wall of the pelvis about 
10 to 12 cm. above the opening into the bladder. 
By dextroposition of the uterus the interureteral 
ligament is twisted so that the trigone stands open 
toward the left; by this torsion the first right ureter 
is kinked and then the left. FRANK. 
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Miller, B.: The Relation of the Thyroid Gland to 
Pregnancy, Labor, and the Puerperium in the 
Endemic Goiter Region of the Canton of Bern 
(Das Verhalten der Glandula thyreoidea im en- 
demischen Kropfgebiet des Kantons Bern zu 
Schwangerschaft, Geburt und Wochenbett). Zéschr. 
f. Geburtsh. u. Gynik., 1913, Ixxv, 264. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The female sex shows a special predisposition to 
diseases of the thyroid, which is probably caused by 
influences proceeding from the female genitalia. 
The preponderance of thyroid disease dates from the 
age of puberty; almost 7 per cent of the women of 
the endemic goiter region of Bern trace their goiter 
to puberty. Nineteen per cent of the women have 
a swelling of the neck at this period, and in some 
cases this swelling leads to a permanent goiter. 

The chief cause of the preponderance of thyroid 
disease in women, however, is pregnancy and labor. 
It is unusual to find a normal thyroid in a pregnant 
woman in a goiter region. Primipare generally 
show a slight swelling of the thyroid, multipare 
show parenchymatous, nodular, and vascular goiters. 
The more pregnancies a woman has had the more 
tendency she shows to thyroid disease, especially 
to nodular and cystic degeneration. In 57 per cent 
of the cases the swelling disappears again during 
the puerperium. The decrease in size is the greatest 
in vascular goiters. In 7 per cent of the cases the 
swelling progresses; delivery may be the starting 
point of a permanent goiter. 

Functional disturbances of the heart are unusual 
in pregnancy. A healthy heart is not especially 


affected by thyroid disease, even in pregnancy. 
Endemic goiter in Bern is the chief etiological factor 


in contracted pelvis, which is so general. Among 
the diseases of the thyroid, aplasia and hypoplasia 
or cretinism cause the extraordinary frequency of 
this form of pelvis. RUNGE. 


Kuschtaloff, N. J.: Spontaneous Recovery in Com- 
plete Rupture of the Pregnant Uterus (Uber die 
Selbstheilung der vollstindigen Risse des schwanger- 
en Uterus). Zischr. f. Geburtsh. u. Gyndk., 1913, 
XXVili, 1743. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A 37-year-old VIII-para, two weeks before de- 
livery was expected, fell from a wagon, on her back. 

Foetal movements stopped soon after the accident. 

The next day hemorrhage commenced and lasted 

four days. After 4 weeks the patient was able to 

work again and the menses recommenced. Seven 
months later the patient came with the request that 
the foetus be removed as it interfered with her work. 

On laparotomy the foetus was found free in the ab- 

dominal cavity, adherent to the peritoneum, omen- 

tum, and intestine. In the anterior wall of the 
uterus there was a tear 3 cm. long. The foetus was 
freed from adhesions and removed and the rupture 
in the uterus sutured. Recovery was uneventful. 

The membranes were adherent to the foetus. Micro- 

scopically there were great changes in the mem- 

branes, skin, muscle tissue, and blood-vessels. 
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From his own and similar cases the author comes 
to the conclusion: (1) In spite of recovery the 
capacity for work of women who have foetuses in 
the abdomen is decreased. (2) Such foetuses are al- 
ways a menace, for the rupture in the uterus leaves 
an opening through which bacteria of putrefaction 
may reach it. (2) The kind of microscopical changes 
in the organs of the encapsulated foetus depend on 
the presence of bacteria of putrefaction. (4) Spon- 
taneous recovery does not take place in complete 
rupture of the uterus. GINSBURG. 


Schauta, F.: Rachitic Pelvis Simulating Osteoma- 
lacia, and Pregnancy (Pseudo-osteomalacisches 
{[rachitisches] Becken und Graviditiit). Wien. 
med. Wchnschr., 1914, Ixiv, 27. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In the pelvis of osteomalacia the pubis is very 
narrow, in the rachitic pelvis it is very wide, this 
being the distinguishing feature between the two. 
The pelvis of pseudo-osteomalacia is very similar to 
that of osteomalacia but is caused by rickets; the 
acetabula are pushed forward and the pubic bone 
is narrow. This form is very unusual in adults, and 
is only found when the rickets has been of extreme 
degree. In the author’s case there was a two months’ 
pregnancy. The history showed that the patient had 
not walked until her fourth year, her lungs had been 
affected since early life and later she was treated for 
odphoritis; at that time she was told that normal 
delivery would be impossible for her. She was 132 
cm. in height; the diagonal conjugate 8.7, the true 
conjugate 5.7 to 6.7. She had a short, plump thigh, 
with the tibia very much bowed. Because of the 
narrow pelvis and the lung disease abortion was in- 
dicated. Sterilization should also be considered. 

HEIMANN. 


LABOR AND ITS COMPLICATIONS 


Stempel, A.: Extraction with Kiistner’s Breech 
Forceps (Zur Extraktion mit Kiistner’s Steisshaken). 
Zischr. f. Geburtsh. u. Gyndék., 1913, \xxiii, 487. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author has used Kiistner’s breech forceps in 
three cases with good results. The forceps should 
be applied only to the posterior hip, the anterior 
hip serving as a fulcrum. The technique varies 
with the case. If applied only to the posterior hip 
and the right technique be used this method is a 
useful and harmless one for both mother and child 
in cases where the anterior foot cannot be brought 
down and a purely manual extraction is not possible. 
It seems destined to reduce the mortality of the 
infants in breech cases. SCHIFFMANN. 


Philips, T. B.: Delivery of Two Children from a 
Double Uterus (Doppelte Geburt bei Uterus du- 
plex). Nederl. Tijdschr. v. Geneesk., Amst., 1914, 
No. 9, 631. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The case is that of a 33-year-old primipara whose 
physician at the beginning of pregnancy had made a 
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diagnosis of double uterus. A septum could be felt 
in the vagina and the fundus showed a deep depres- 
sion in the middle. On the 26th of August there 
was spontaneous rupture of the membranes with an 
opening of 3 cm. There was breech presentation; 
pains in both horns of the uterus, often unequal in 
degree. On the 27th of August at noon dilatation 
was complete and a living child 50 cm. long weighing 
2220 gm. was extracted. The placenta remained 
and the left uterus became smaller. On the morn- 
ing of the 28th on account of hemorrhage the left 
placenta was expressed by Crede’s method, and 
the membranes on the right ruptured. On the 
morning of the 29th there was a slight rise in tem- 
perature, 38.5. A living girl was extracted, weigh- 
ing 2260 gm. and 46 cm. in length. Three hours 
later the right placenta was removed manually; 
the left uterus was found to be well contracted and 
the os closed. The puerperium wasnormal. The first 
child had taken the breast before the second was 
born. On the 18th of November the patient was 
examined again; the septum was still present in the 
vagina. Both children were nursing, and each 
weighed 3700 gm. STRATZ. 


Zalewski, E.: Duplication of the Female Genitalia 
and Its Consequences in Delivery (Doppelmiss- 
bildungen der weiblichen Genitalsphare und ihre 
Folgen fiir die Geburt). Arch. f. Gynék., 1914, cii, 
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By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This paper constitutes a report of 14 deliveries 
in cases of duplication of the uterus of varying de- 


grees, with and without involvement of the vagina. 


Complications during delivery were frequent. 
There was a tendency to abortion and spontaneous 
premature delivery, abnormal presentations, inter- 
ference with delivery by the vaginal septum, pri- 
mary and secondary inertia, retention of placenta 
and hemorrhage, which may be caused by the pla- 
centa being situated on the septum of the uterus, 
and hemorrhage from rupture of the septum in the 
uterus. An especially interesting case is one of 
twin pregnancy, a foetus being contained in each 
half of the uterus, and the birth of the second child 
being very much delayed. In another case pre- 
mature delivery was induced on account of con- 
tracted pelvis and the bag inserted for this purpose 
entered the empty half of the uterus, simulating 
rupture of the uterus, but no serious complications 
took place. HERzoGc. 


PUERPERIUM AND ITS COMPLICATIONS 


Donaldson, A.: A Case of Puerperal Fever Associ- 
ated with the Enterococcus. J. Pathol. & Bac- 
teriol., 1914, xvii, 469. By Surg., Gynec. & Obst. 


Donaldson reports a case of puerperal fever as- 
sociated with the enterococcus in a multipara. On 
the eighth day after parturition the patient com- 
plained of pain at the base of the right lung and her 
temperature rose to 100.4° F. In spite of treatment 
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the temperature remained with a slight morning 
remission. Ten days later a catheter specimen of 
urine was found to contain pus, red blood cor- 
puscles, and bacteria which were found in short 
chains composed of a somewhat elongated gram- 
positive coccus, arranged in pairs with an apparent 
capsule around them. Many were present simply 
as isolated diplococci. A pure growth was easily 
obtained on agar and in broth in twenty-four hours. 
The same organism was isolated from the uterus. 
It was not found in the blood. A vaccine was made 
and administered. 

Following the second dose of vaccine the tempera- 
ture fell below normal for the first time in twenty 
days. It rose again but after the fourth injection 
and the administration of acetyl salicylic acid it 
remained subnormal. During the rise the patient 
developed pain and tenderness in both thighs. She 
gave a history of previous illnesses in which enteric 
fever and dysentery seemed to play an important 
part. The bacteriology of these conditions has 
not been investigated. 

The author then enters into a minute discussion of 
the bacteriology of the organism found. He reaches 
the following conclusions: 

1. The organism appears to be a_ harmless 
saprophyte, which may assume a mild degree of 
virulence. 

2. Its normal habitat is probably the intestine, 
since the majority of lesions caused by it may be 
referred to the gut or to its vicinity. 

3. Morphologically, there is nothing sufficient 
to mark it out as a species deserving of special 
recognition. 

4. It is characterized by longevity and by the 
(cs that it will grow fairly well at low temperatures 

ES C,). 

5. This last fact and its sugar reactions serve 
to mark it off from the pneumococci, while its 
growth on solid media and its sugar reactions en- 
able it to be distinguished from streptococcus 
mucosus and other capsulated streptococci. 

6. In its sugar reactions it corresponds most 
closely with streptococcus fzcalis. 

7. From aconsideration of these facts there seems 
no justification for a special name—enterococcus— 
since it appears at most to be merely a variant of 
the fecalis group. Epwarp L. CorNELL. 


Allmann: Inversion and Total Prolapse of the 
Puerperal Uterus (Inversio et Prolapsus totalis 
uteri puerperalis). Deutsche med. Wchnschr., 1914, 


xi, 222. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Two of the author’s cases are described. The 
first was that of a 28-year-old III-para, in whom 
severe hemorrhage began shortly after spontaneous 
delivery. The author saw her an hour after delivery 
and found her very anemic. The inverted uterus 
lay between her thighs, with the placenta in its 
fundus. This was removed and reinversion easily 
accomplished. The woman died two hours later. 
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In the second case the physician had performed 
Credé’s expression for severe haemorrhage and 
caused a total inversion. The patient was admitted 
to the author’s hospital two hours later but the 
uterus could not be replaced. Total extirpation of 
the uterus by the abdominal route was therefore 
performed and the patient discharged well after two 
weeks. 

Any sort of traction may cause inversion, and 
pressure may start it but not complete it. The prog- 
nosis is unfavorable. The best treatment is pro- 
phylaxis and all unnecessary manipulations of the 
flaccid uterus are especially to be avoided. Treat- 
ment must takeinto consideration, also, hemorrhage 
and shock; but, in general, immediate reposition 
should be attempted. In complicated inversions 
the danger of shock is not so great. 

Severe hemorrhage must be treated by the usual 
methods. Sudden springing back of the uterus 
must be prevented, and if reposition is not successful 
or infection is suspected the uterus must be extir- 
pated. In desperate cases when the woman cannot 
stand anesthesia the uterus may be constricted with 
elastic bands to stop hemorrhage. The strength, 
especially of the heart, must be supported in every 
way in order to gain time for reposition. In cases 
where the heart is affected the expectant treatment 
is probably justified. BENTHIN. 


Peterson, L.: A Case of Rupture of the Cervix Post- 
Partum (Ein Fall von Ruptura colli uteri post 
partum). Finsk. Lak. Handl., 1913, lv, 744. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A 22-year-old woman who had always been well 
gave birth to a foetus in the eighth month of preg- 
nancy after three days’ labor. It was delivered 
through the posterior wall of the cervix. The size 
of the pelvis was normal; the cervix and external 
os normal. No process which could have limited 
the space in the pelvis could be demonstrated. The 
woman became pregnant repeatedly but the preg- 
nancy ended each time with hemorrhage and abor- 
tion. It is noteworthy that in spite of the direct 
communication between the inside of the uterus and 
the vagina a foetus could develop to maturity. If 
pregnancy should occur again cesarean section would 
be indicated. BJORKENHEIM. 


MISCELLANEOUS 


Green, R. M.: Intracranial Hemorrhage in the 
New-Born. Boston M. & S. J., 1914, clxx, 682. 
By Surg., Gynec. & Obst. 


The author reports seven cases of intracranial 
hemorrhage in new-born babies, giving the post- 
mortem findings. In two cases there had been a 
difficult forceps delivery and in one a low forceps 
following a tedious labor. Two cases occurred after 
what seemed easy labors. And there were two cases 
of hemorrhagica neonatorium. His conclusions are: 

1. Intracranial hemorrhage may occur in the 
new-born either from the trauma of operative or 
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normal labor or in association with hemorrhagica 
neonatorium. 

2. It often does not present the typical clinical 
picture of increased intracranial pressure. 

3. Its presumptive diagnosis depends on early 
recognition of refusal to nurse, pallor, and slight 
facial oedema, which may be confirmed by the ap- 
pearance of more classic signs. 

4. Diagnosis may be positively established, and 
some therapeutic relief afforded, by lumbar puncture 
when the hemorrhage is infratentorial, or by cranial 
puncture when the hemorrhage is over the cerebral 
convexity. 

5. If these measures fail to give relief, operative 
decompression by craniotomy is indicated. 

6. The majority of intracranial hemorrhages in 
the new-born are subdural, but intraventricular 
hemorrhages may also occur. 

7. The source of bleeding may be from laceration 
of the tentorium, of the choroid plexus, of the longi- 
tudinal sinus, and of the pial vessels. 

8. In cases associated with hemorrhagic disease 
preliminary transfusion may be indicated before 
craniotomy. 

g. The gravity of the prognosis demands an 
enlightened prophylaxis by avoiding all unnecessary 
occasion for foetal trauma. C. H. Davis. 


Gréné, O.: Epidural Hzematoma in the Spinal 
Canal of the New-Born (Epidurales Himatom im 
Riickenmarkskanal bei Neugeborenen). Zentralbl. 
f. Gynak., 1913, xxxvii, 1840. 

By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 


This is a report of four cases of epidural haemato- 
ma in the spinal canal without visible injury of the 
vertebre or ligaments. The author believes that 
such cases are more frequent than is generally 
known, because on autopsy the spinal canal is 
seldom opened. Especially in small children,— for 
example, twins,— and prematurely born children he 
thinks the hematomas may be caused by injury to 
the vessels from torsion of the spinal column during 
delivery. In the cases described the Wassermann 
reaction was negative in the mother. 

K. HorrMann. 


Brattstrém, E.: A Case of Quadruplets from Four 
Ova, with a Discussion of Quadruplets in 
General (Ein Fall von viereiigen Vierlingen nebst 
einigen Beobachtungen in bezug auf Vierlingsge- 
burten im allgemeinen). Allm. Sv. Lak., 1913, x, 


1370. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A 32-year-old multipara, herself a twin, gave 
birth to quadruplets weighing 2400, 3270, 1980, 


and 2720 gms., respectively. The maternal grand- 
mother and one sister of the patient had borne 
triplets. All four children were boys and three were 
born alive. They showed all the signs of maturity 
and were well nourished. Since the mother’s milk 
was not sufficient it was supplemented by some bot- 
tle feedings. On the third day after birth all three 
showed slight icterus. One of the three died after 
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five weeks of general debility, the others remained 
well. The collective weight of the placentas was 
1900 gms. Three of them were separated by well 
marked septa, the other was completely separate. 
The foetuses had developed from four separate ova. 
In Sweden from 1751 to 1910, among 16,050,351 
births, there were 68 cases of quadruplets. 
BjJORKENHEIM. 


Ballantyne, J. W.: Stillbirths’ Registration. J. 
Obst. & Gynec. Brit. Emp., 1914, xxv, 132. 
By Surg., Gynec. & Obst. 


This article is a polemic with respect to birth 
registration and particularly to the question of still- 
birth. While acknowledging that some of his 
propositions are revolutionary, as far as legal regu- 
lations in England are concerned, the author offers 
the following definitions for incorporation in the 
rules governing vital statistics: 

1. For deadbirth, the complete expulsion from 
the maternal birth-canals of a child, which during 
or before birth has lost the characters of antenatal 
life, especially heart-beat, arterial pulsation, and 
movement. 

2. For livebirth, the complete expulsion from the 
maternal birth-canals of a child which, while it loses 
pulsation in the cord, adds to the other characters 
of antenatal life the signs of postnatal vitality, viz., 
pulmonary respiration and crying. 

3. For stillbirth, the complete expulsion from the 
maternal birth-canals of a child which, while con- 
tinuing to exhibit one or more of the signs of ante- 
natal life — heart-beat, arterial pulsation, move- 
ment — fails for a time to assume those of post- 
natal life — pulmonary respiration, crying, etc.— 
and then either loses even the characters of antenatal 
life or is successfully resuscitated (transanimated). 

4. For abortion or miscarriage, the termination 
of antenatal life before the end of the sixth lunar 
month by the expulsion of the uterine contents is 
suggested. A premature birth is expulsion of the 
uterine contents after the sixth lunar month but 
before the full term, and it may be a deadbirth, a 
livebirth, or a stillbirth. CarEY CULBERTSON. 


Murray, L.: The Immunological Relationships 
of Mother, Foetus, and Placenta. Med. Press 
& Circ., 1914, xcvii, 435. By Surg., Gynec. & Obst. 


The experimental work of recent years has demon- 
strated that the relationship of mother and foetus 
is comparable rather to that of host and parasite 


than to any hormonal interaction. Little is known 
of the relation of normal to toxic pregnancy, but the 
pregnant animal shows evidence in its body fluids of 
an active process whereby it immunizes itself against 
the ovum or some part of it. A number of workers 
have treated the toxemia of pregnancy by injecting 
quantities of serum from clinically healthy preg- 
nancy, and with a considerable degree of success. 
But as pregnancy is a ‘‘chronic” process, in the 
serum available for injection there can be no very 
great amount of protective element. 
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Although the resemblance between anaphylaxis 
and eclampsia is purely superficial, the author be- 
lieves there is an excuse for judging eclampsia to 
be an anaphylaxis in pregnancy. Experimental 
work in various laboratories makes it certain that an 
animal can be sensitized by an injection of placenta 
from its own species. Placenta seems to be the only 
tissue which has this property; for example, liver 
extracts under the same conditions will not do so. 
This remarkable result makes it plain that there is 
some factor in the placenta of any species which is 
alien to the blood of that very species. Sensitiza- 
tion is never developed with purely homologous 
materials. Placenta must contain some body, 
known as an antigen, which is capable of producing 
antibodies in the species; that is the stimulating of 
the body tissues and fluids to immunize themselves. 
That sensitization has occurred is readily proved 
by the anaphylaxis which immediately follows a 
second and larger injection. 

It has been proved that pregnant animals are 
already sensitized to placenta, as the single larger 
sized dose will produce anaphylaxis. This is most 
marked in very early pregnancy. 

There is evidence that there is some antigen 
common to foetus and placenta, as an animal sensi- 
tized to foetal serum can be made anaphylactic 
when placental extract is the second injection. 
However, the author believes that the antigen in 
pregnancy is a purely placental one and sensitizes 
both mother and feetus. 

Complement-fixation reactions which demonstrate 
the presence of an antibody have proved positive 
with early placenta and in early pregnancy alone, 
from the sixth to the fourteenth week and possibly 
associated with the fullest development of tropho- 
blastic activities. 

By means of an ingenious and delicate apparatus 
known as Weichardt’s diffusiometer, which measures 
the rate of diffusion of two liquids placed in juxta- 
position, it is possible, particularly in the latter 
months of pregnancy, to show a distinctive reaction 
when placental extract plus pregnant-serum is 
compared with placental extract plus non-pregnant 
serum. This reaction, according to Weichardt, is 
mainly a toxin-antitoxin one and is of interest in that 
it shows an incident differing from the antigen 
antibody reactions already described. 

The author describes briefly the Abderhalden 
dialytic reaction and states that like other antigen- 
antibody reactions it is better marked in early 
pregnancy. C. H. Davis. 


Behne, K.: Can an Early Diagnosis of Pregnancy 
be Made in Cows with Abderhalden’s Dialysis 
(Lisst sich mit Abderhalden’s Dialysierverfahren 
bei Kiihen die Trichtigkeit friihzeitig erkennen)? 
Zentralbl. f. Gynék., 1914, Xxxviii, 74. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The Kiel gynecological clinic does not believe that 
dialysis gives a specific reaction for pregnancy. 
Kurt recently performed a series of experiments with 
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cows, 2 of which were pregnant in the first month, 
8 in the second, 6 in the third, 4 in the fourth, and 
4 in the fifth. Almost all the sera were tested with 
both the maternal and foetal part of the placenta. 
A dose of 2.5 ccm. of cow’s serum was regarded as 
the optimum dose. 

The results were as follows: With a dose of 1 
ccm. of serum all four of the pregnant cows examined 
reacted negatively. With a dose of 1.5 three cows 
were tested with both parts of the placenta and gave 
a questionable reaction. A non-pregnant cow gave 
the same reaction. Another non-pregnant cov 
reacted negatively. With a serum dose of 2 ccm. 
the reaction in 6 pregnant cows was not definitely 
positive. With a serum dose of 2.5 ccm. among 
twelve pregnant cows tested half reacted negatively. 
Of the rest, only three gave a certain, though only 
weakly positive reaction, two with the maternal and 
one with the foetal part of the placenta. Of the 9 
non-pregnant cows tested with the same dose of 
serum, the reaction was completely negative in 
only 5 cases, 3 of them reacted positively. In its 
present form Abderhalden’s dialysis does not give a 
certain diagnosis of early pregnancy. BENTHIN. 


Wallis, R. L. M.: The Value of Abderhalden’s 
Tests in the Diagnosis of Pregnancy. J. Obst. 

& Gynic. Brit. Emp., 1914, XXV, 53. 
By Surg., Gynec. & Obst. 

This article is rather in the nature of a critical 
review of work already done. At the same time the 
author reports his own results based upon tests of 
the era of 50 pregnant women. In brief his conclu- 
sions are: 

1. The serum of pregnant women contains a 
specific ferment capable of digesting placental tissue, 
and this ferment can be detected from the eighth 
week of pregnancy until ten days after delivery, 
both by the optical and by the dialyzation test. 

2. That both tests should always be applied to 
the serum from the same case, and that the accuracy 
of the results depends entirely upon the most 
scrupulous care in details of technique. 

3. That the tests appear to be of value in diag- 
nosis, more especially in the following conditions: 
(1) The early diagnosis of pregnancy; (2) the dif- 
ferential diagnosis between fibromyomata and 
pregnancy; (3) the diagnosis of ectopic gestation; 
(4) the diagnosis of chorio-epithelioma; and (5) 
the presence of retained placenta. 

4. That there is at present no justification for 
stating that the serum of pregnant women will 
digest other than placental tissue. 

5. The claims of Abderhalden that the optical 
and dialyzation tests are of value in the diagnosis 
of pregnancy are established. Carey CULBERTSON. 


Fraenkel, C.: Serum Diagnosis of Pregnancy (Fin 
Beitrag zur Serodiagnose der Schwangerschaft). 
Berl. klin. Wchnschr., 1913, 1, 2280. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Where pregnancy was known to be present the 
antiproteolytic power of the mother’s serum was 
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always increased. In clinically doubtful cases this 
increase was not found in the ones that turned out 
on further observation not to be pregnant, but it 
was found in those that were really pregnant. There 
was only one exception to this, a case of high anti- 
tryptic titer without pregnancy. The sera of the 
non-pregnant cases in most instances showed no 
increase in the antitryptic titer, but there were a 
few rare exceptions. 

The reaction is almost as marked in carcinomatous 
sera, less so in patients with disease of the adnexa. 
Therefore the determination of the antiproteolytic 
power of the blood may be used in the diagnosis of 
pregnancy, to the extent that a negative reaction 
proves the absence of pregnancy, while a positive 
reaction must be accepted with some reservation, 
as there are some exceptions. JAEGER. 


Miller, J. W.: Corpus Luteum and Pregnancy; 
the Youngest Human Ovum Obtained by Opera- 
tion (Corpus luteum und _ Schwangerschaft; 
das jiiggste operativ erhaltene menschliche Ei). 
Berl. klin. Wehnschr., 1913, 1, 865. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Ovulation precedes menstruation by about 9 
days, as shown by the experimental work of Fraenkel 
and Hitschmann-Adler. Therefore the limit for 
fertilization is about 18 days after the beginning 
of the last period, or in women who menstruate 
every three weeks, about 11 days. 

Miller proves the epithelial origin of the corpus 
luteum by demonstrating colloid drops inside the 
cells, which are produced only by epithelium. The 
fresh corpus luteum gives no fat reaction; neutral 
fat can be demonstrated only after the beginning 
of degeneration, the eighth or ninth week. The cor- 
pus albicans arises from the disintegration of the 
fatty lutein cells by hyaline degeneration of the 
connective-tissue reticulum. 

The corpus luteum of pregnancy is characterized 
by colloid drops and calcium concretions with 
negative fat reaction. The corpus luteum is a 
periodically formed gland with internal secretion 
which causes increased size and turgor of the organ 
in the reproductive years, cyclic transformation of 
the endometrium into decidua, and insertion and 
development of the ovum, and menstruation if it is 
not impregnated. 

The author describes a case of removal of a cystic 
corpus luteum by laparotomy in a patient pregnant 
7 or 8 weeks; there was degeneration of the product 
of pregnancy without abortion. It is always the 
ovum of the first missed period that is impregnated; 
implantation takes place not at the close of the last 
period but shortly before the time of the first missed 
one. The premenstrual change in the uterine 
mucous membrane is caused by the corpus luteum. 
As implantation takes place at the end of the first 
missed period, the hitherto accepted duration of 
pregnancy must be reduced by about 19 days. 
The toxicoses of pregnancy, including eclampsia, 
probably arise from a hypofunction of the corpus 
luteum and adrenals. 
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Menstruation is only a kind of periodic unburden- 
ing of the hyperemic uterus, and has no importance 
in conception. The menstrual blood is probably the 
nutritive fluid for the ovum, and is discharged after 
the breaking down of the nest of the ovum. Rutling 
and menstruation are developmentally and physio- 
logically different phenomena. The implantation 
results from the active penetration of the ovum 
between two gland openings. Both components of 
the trophoblast are of foetal origin. The capillary 
endothelium and the gland epithelium are purely 
passive. MoraLLer. 


Von Neugebauer, F.: A New Series of 73 Cases of 
Twin Pregnancy, with One Ovum Implanted 
Inside the Uterus and the Other Outside 
(Eine neue Serie von 73 Fallen isochroner, hetero- 
toper Zwillings-schwangerschaft, das eine Ei in- 
trauterin, das andere extrauterin implantiert, nebst 
Schlussertolgerungen). Gyndék. Rundschau, 1913, 


By Zentralbl f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author had previously published a mono- 
graph on this subject and has since collected 73 
cases from the literature, making 243 in all. The 
conclusions from all the statistics are as follows: 

The frequency of such cases increases with prog- 
ress in diagnosis and operative experience. In the 
first 170 cases the right diagnosis was made only 
7 times before operation, while in the present series 
of 73 cases it was made 8 times. 

The fate of the intra-uterine foetus was not given 
in 22 cases; in 110 cases there was abortion, 57 of 


them spontaneous and 53 after surgical operations; 
73 of the uterine pregnancies gave 76 mature and 
living children, there being twins inside the uterus 
in three cases; 35 of these children were delivered by 
abdominal incision. 

It is hard to tell what a of the extra-uterine 
foetuses, for in most cases there was no precise in- 


formation. Among 38 cases the extra-uterine 
foetus was extracted, mature and living, by abdomi- 
nal incision 6 times. In not less than 35 cases both 
foetuses attained maturity. In one case there were 
mature triplets, two inside the uterus and one out- 
side. The results to the mother are not given in 
25 cases. Among the other 218 cases, 53 died. 

The mortality is constantly decreasing and will 
decrease still more when operation is always per- 
formed at the right time before the woman has lost 
too much blood. When extra-uterine pregnancy 
is known or suspected, operation should be performed 
at once, regardless of whether there is at the same 
time an intra-uterine pregnancy or not. JAEGER. 


Routh, A.: The Need for Research in Antenatal 
Pathology. Brit. M. J., 1914, i, 902. 
By Surg., Gynec. & Obst. 


The author states that in the study of antenatal 
pathology it is necessary to determine how paternal 
and maternal disease, e. g., syphilis, tuberculosis, 
general diseases of the mother — such as smallpox, 
pneumonia, diabetes, toxemias of pregnancy, etc., 
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affect the fertilized ovum in its embryonic and in its 
foetal stages. Also, the pathologist who would 
succeed must familiarize himself with post-natal 
pathology in all its variations. 

Research can only prove whether, in cases of 
maternal albuminuria or eclampsia, the foetal organs 
participate in the pathological changes found in the 
mother in these diseases. In such serious and often 
fatal maternal toxic diseases every effort is concen- 
trated upon the mother, and pathology of the foetus, 
which is often dead, is liable to be disregarded. 

Bacteriology has led to the discovery of the spe- 
cific germin many maternal diseases which cause foe- 
tal death and, hence, the task has now become much 
easier. This is especially true in the case of syphilis, 
since not only the specific cause is known — spiro- 
cheta pallida — but the means of making a positive 
diagnosis and giving specific treatment is at hand. 
Routh believes, as do many others, that the infec- 
tion of the foetus is usually from the mother. Also 
that the maternal infection is transplacental. The 
effect of syphitis in causing abortions or stillbirths 
is still, scientifically at least, a debatable question. 
Clinically there is strong evidence to prove that 
syphilis is a cause of abortion and stillbirths. 

Antenatal tuberculosis, according to British 
authorities, is almost non-existent. Very few 
children at birth show evidences of clinical tuber- 
culosis and to prove or disprove the presence of 
antenatal tuberculosis is a problem not yet solved. 

To further this spirit of research, Routh suggests 
that all general and lying-in hospitals be provided 
with antenatal research laboratories, so that the 
pathology, along with the clinical observations, 
of every abortion and stillbirth can be reported upon. 

Harvey B. MAtTTHEws. 


Buist, R. C.: Two Cases of Pregnancy in Uterus 
Subseptus. Brit. M. J., 1914, i, 907. 
By Surg., Gynec. & Obst. 


Buist reports two cases of pregnancy in uterus 
subseptus and refers to one previously described, 
all having been seen within six months. Just how 
frequently malformations of the uterus occur it is 
impossible to say, but the question of their influ- 
ence on the genital functions is of practical interest. 

The chief disturbances in association with preg- 
nancy are: 

1. The second cavity has been said to explain 
cases of menstruation occurring during pregnancy 
in the other. 

2. The formation of decidua in the second cavity 
may call for its definite expulsion at delivery, and 
may give an unusual form of hemorrhage, intra- 
partum or post-partum. 

3. The unequal development of the uterine walls 
may provide a source of irregular contractions dur- 
ing labor or post-partum, causing delay in delivery 
or post-partum hemorrhage respectively. 

4. Rupture of the irregularly developed uterus 
has been recorded frequently, both at the fundus 
and at the cervix. Harvey B. MATTHEWS. 
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Jaschke, R. T.: Examination of Kidney Function 
in Pregnancy (Untersuchungen iiber die Funktion 
der Nieren in der Schwangerschaft). Zéschr. f. 
gynék. Urol., 1913, iv, 192. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Formerly the judgment of the kidney condition 
in pregnancy was based too much on anatomical 
changes, the function being scarcely considered at 
all. The anatomical changes cannot explain the 
wide differences in individual cases. The author 
carried out functional tests by Von Schlayer’s meth- 
od on 20 normal pregnart women with urine free 
from albumin and got noteworthy results. 

According to Schlayer the excretion of potassium 
iodide gives information as to the condition of the 
tubules, that of milk-sugar as to the condition of 
the vessels. Almost all the cases showed an acceler- 
ation in the excretion of potassium iodide of 24-28 
hours—normally o.5 gm. potassium iodide is excreted 
after 40 hours. The milk-sugar excretion on the 
contrary was delayed, except in three cases, to as 
much as double the normal time, which is 1 gm. in 
4 to 5 hours. 

The hastening of the potassium iodide excretion 
indicates an increased functional activity of the 
tubules, which the author regards as a process of 
adaptation to the pregnant condition., In 4 patho- 
logical cases the test showed a delay in the milk- 
sugar excretion, in one case to 33 hours, and also a 
delay to almost double the normal time for the 
potassium iodide excretion. In the puerperium 


there was an extraordinarily quick return to normal 


conditions. Perhaps the functional decreased 
sensitiveness of the blood-vessels in the decrease 
of the diuresis and the salt quotient plays a great 
part. Dorn. 
Hendley, P. A.: Pituitrinin Labor. Brit. M.J., 1914, 
i, 906. By Surg., Gynec. & Obst. 


Hendley strongly favors the use of pituitrin, when 
the indications are present, and gives a word of 
warning against its use in those cases presenting any 
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obstruction to the presenting pole. It is invaluable 
in the long-drawn-out first stage of labor, especially 
where the membranes have ruptured early, causing 
a “dry labor.” It is a powerful remedy in the treat- 
ment of shock and collapse and the excitement of a 
highly nervous woman is calmed in an extraordinary 
manner. 

The author further states that recovery is hastened 
and patients who have had pituitrin administered 
always ask for its repetition. Again, he has never 
had a case of post-partum retention of urine nor a 
severe post-partum hemorrhage following its ad- 
ministration. If slight post-partum hemorrhage 
supervenes, a further dose will control it. 

A simple technique for the routine method of 
administration of pituitrin is given, following which 
is a report of 60 cases demonstrating the efficacy and 
safety of the drug. Harvey B. MatTHEws. 


Herron, D. A.: Pituitary Products in Obstetrics. 
St. Paul M. J., 1914, xvi, 237. 
By Surg., Gynec. & Obst. 

The author discusses the physiological action of 
the extracts of the posterior lobe of the pituitary 
body, reviews briefly some of the literature regarding 
their use, and makes some deductions from his own 
experience with these preparations in a series of 31 
deliveries. 

In his series of cases where pituitrin was not used, 
the average duration of labor was 10 to 11 hours, as 
against 12 hours and fifteen minutes when it was 
employed. Fifteen cases which he had thought 
would be difficult labors if not operative cases ter- 
minated spontaneously after the use of from one to 
two ccm. injected intramuscularly. He agrees with 
the generally accepted notion that it should not be 
given without good dilatation, or in primipare with 
rigid perinei. He is of the opinion that it is more 
prompt and more reliable than any other oxytocic, 
more powerful than any but ergot, and if used only 
as indicated harmless to both mother and child. 

C. D. Hotmes. 
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KIDNEY AND URETER 


Jump, H. D., Beates, Jr., H., and Babcock, W. W.: 
Precocious Development of the External 
Genitals Due to Hypernephroma of the Adrenal 
Cortex. Am. J. M. Sc., 1914, cxlvii. 568. 

By Surg., Gynec. & Obst. 


The authors report a case of the above, briefly 
summarize the literature on the subject, and suggest 
a new theory in explanation of the phenomenon. 

The subject of the case report, a girl, began to 
develop rapidly both physically and mentally, when 
one year old. Hair appeared at this time on the 
pubes, in the axilla, and over the legs and trunk in 
the order named. When she began to talk her voice 
was pitched much lower than in the normal child and 
by the time she was seven it was a deep bass. At 
this time the skin of the face became rough and red 
from an acne eruption, and she developed a beard. 
A tumor in the right hypochondrium was then first 
observed, although search had previously been 
made for one. The tumor grew rapidly, so that 
three months after its first appearance the abdomen 
was greatly distended and dyspnoea was marked. 
The labia were very large and thick. The clitoris 
was one inch long, and half an inch in diameter, and 
notched on the under surface so that it resembled 
a hypospadic penis. The patient did not men- 
struate. 

The child died three hours after operation for the 
removal of the tumor, a hypernephroma of the 
adrenal cortex. At post-mortem examination the 
uterus, ovaries, and pituitary body were found 
normal. 

In explanation of the curious overgrowth noted, 
the authors call attention to the relation between the 
adrenals and the pituitary body described by 
Sajous. In regard to treatment they suggest early 
operation in all cases presenting similar symptoms, 
as the prognosis without operation, or with late 
operation, is absolutely bad. S. W. MoorHEap. 


Saviozzi, V.: Study of Perirenal Tumors (Contribu- 
tion 4 l’étude des tumeurs pararénales). Tumori, 
1913, iii, 207. By Journal de Chirurgie. 

The author describes a case in a woman of 60, 
who was very pale, emaciated, and cachectic, and 

whose abdomen had been increasing in size for a 

year and a half. An irregular swelling, which could 

be felt on the right side, was hard and_fluctu- 
ating in places and extended down to the pel- 
vis and upward to the false ribs, and occupied both 

flanks, but was more pronounced in the right. A 

clinical diagnosis of malignant cystic tumor of the 

right ovary was made. 


Operation was performed under high spinal 
anesthesia. A median subumbilical incision was 
made and an enormous, soft, retroperitoneal tumor 
discovered, which he decided to remove through a 
lumbar incision. This incision having been made, a 
tumor twice as large as an adult’s head was found. 
The kidney appeared normal and was situated 
behind the tumor, to which it was loosely adherent. 
The tumor was removed without any considerable 
hemorrhage and the patient bore the operation well, 
which speaks favorably for spinal anesthesia. 

The tumor was made up of two parts, a large 
multilobular one, seemingly made up of adipose 
tissue, and a smaller one apparently fibrous. It 
weighed 5.40 kg. and was 50 cm. in circum- 
ference. On section, various kinds of tissue were 
found—fatty, fibrous, fleshy and muscular. Micro- 
scopic examination showed it to be an angiosarcoma- 
tous fibrolipoma. 

The author reviews the cases previously published 
and comes to the following conclusions: This form 
of tumor is found especially in women from 35 to 60. 
Sometimes they develop in the perirenal cellular 
tissue; sometimes, as in this case, they are encapsu- 
lated and are easily removed;sometimes they develop 
in the fibrous capsule and then they are very ad- 
herent, so that nephrectomy becomes necessary. 
They may attain a large size, weighing from 5 to 30 
kilogrammes. Saviozzi thinks that this case con- 
firms the assumptions of Albarran, Birch, and 
Hirschfeld that these tumors are derived from the 
wolffian body. Diagnosis is very difficult. They 
may be confused with tumors of the kidney, spleen, 
and ovary. The prognosis is relatively benign, of 
recent years, owing to the progress in surgical tech- 
nique. He reports 69 operations with 30 per cent 
mortality. Cu. VILLANDRE. 


Bloch, O. E.: Kidney Injuries. Urol. & Cutan. Rev., 
1914, XVili, 169. By Surg., Gynec. & Obst. 

In order to disprove shock as the most prominent 
symptom in kidney injuries, the author cites a case 
of a young man, aged 17, who received an injury 
which was accompanied shortly thereafter by 
hematuria. Forty-eight hours later, owing to a 
rapid, weak pulse and great pain, an incision was 
made over the left kidney, which revealed a lacera- 
tion of the convexity of the kidney about two- 
thirds of its length. 

The second case was that of a man forty-five 
years of age who, following the pushing open of a 
door, suffered severe pain in the upper left abdomen. 
There was no hematuria; urinalysis normal. Several 
days later a swelling developed in the left iliac 
region which extended to the crest of the ilium and 
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was palpable. Three days later oedema appeared on 
the left thigh over this area. An incision showed 
this area was filled with blood. 

The third case was that of a man who had been 
kicked by a horse in the upper left abdomen. 

In all three cases the cavities were packed with 
gauze. Bloch believes that on account of penetrat- 
ing wounds of the kidney being so often associated 
with trauma to the viscera, intraperitoneal opera- 
tions should be performed. H. A. Kraus. 


Arcelin: One Hundred and Two Radiographic 
Examinations for Lithiasis of the Kidney and 
Ureter, Verified in Various Ways (Statistique de 
102 examens radiographiques pour lithiase uretéro- 
rénale suivie de vérifications diverses). Lyon méd., 
1914, 472. By Journal de Chirurgie. 

Since 1906 Arcelin has made 102 examinations 
for calculus which were verified by operation, spon- 
taneous expulsion of the calculus, or autopsy; he did 
not count the numerous cases not operated on or 
not followed up. 

As a result of these examinations 92 operations 
were performed, 2 patients having had a double 
operation; there were 7 cases of spontaneous expul- 
sion, one of expulsion after catheterization, and 4 
autopsies. In the 102 examinations there were two 
errors of interpretation: 1 fecal calculus and 1 
biliary calculus having been taken for calculi of 
the kidney. In 2 cases the radiographic diagnosis 
was not confirmed on operation; in one case nephro- 
tomy was performed and an attempt was made in 
vain to find a shadow at the level of the fourth 
lumbar vertebra; in another case several shadows 
of calculi in the right kidney were not found on 
nephrotomy, but were found at autopsy. 

To avoid such occurrences as noted above an 
attempt should be made to localize the calculus by 
means of a ureteral sound. This would show that 
some shadows located along the urinary tract 
are not due to calculi. There are also some calculi 
invisible to radiography in the living subject. One 
calculus weighing 3.20 gr. was not seen because of 
lack of mobilization of the kidney while the picture 
was taken. It was composed of phosphate and 
calcium oxalate and would have been visible with a 
better technique. One calculus of pure uric acid, 
weighing 0.47 gr., could not be seen in the living 
subject but was found on autopsy in the pelvis, 
and 4 pure uric acid calculi of the pelvic ureter 
remained invisible in the living subject. 

Thus there were 2 per cent of errors of interpreta- 
tion, 2 per cent of calculi indicated by radiography 
but not found on operation, and 6 per cent of 
calculi not visible by radiography but found after- 
wards. R. LeRIcHE. 


Krotoszyner, M.: Early Diagnosis of Renal Tuber- 
culosis. Calif. St. J. Med., 1914, xii, 195. 

By Surg., Gynec. & Obst. 

Krotoszyner outlines the methods of making an 

early diagnosis of renal tuberculosis, for he claims 
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that in limiting the disease to its original focus, or 
to one kidney, lies the only hope for a cure by less 
radical and mutilating means. 

The failure of recognition lies in the fact that the 
general practitioner is not on the outlook for it. 
Suspicious symptoms are pollakiuria, insidious, 
without palpable cause as gonorrhoea, traumatism, 
instrumental infection, etc., which is running along 
with or without dysuria, and a cloudy microscopi- 
cally purulent urine, which has become chronic. 
Characteristic symptoms are also a slightly red dis- 
coloration of the urine or a definite terminal hama- 
turia. Satisfactory conclusions, as regards localiza- 
tion of the focus, may be made by a history of distinct 
attacks of kidney colic or pains located at one of the 
renal regions, at either of the lateral abdominal 
regions, near the crest of the ileum, the hip, or the 
os sacrum. Occasionally a sensation of chilliness 
in one lumbar region is complained of; also distinct 
unilateral sensations of pain in one-half of the blad- 
der, urethra, or vagina, or in one labium, which are 
either connected with or noticeably independent of 
micturition; at times, a sudden and intense bladder 
tenesmus with evacuation of a few drops of a clear, 
watery urine, with chills and consequent sweating. 

Palpable enlargement of the kidney should be 
accepted with caution. In some cases there are 
present pressure-points in the course of the ureter; 
this symptom is rarely missing in women. 

Louis Gross. 


Pardhy, K. M.: Nephroptosis: Movable Kidney, 


Floating Kidney, Dropped Kidney. 
titioner, Lond., 1914, xcii, 527. 
By Surg., Gynec. & Obst. 

The author makes a report of operations for 
movable kidney on patients with mental disorders. 
He has performed nephropexy on 415 patients, in 
396 of which he anchored the kidney on both sides. 
In all he has anchored 811 kidneys. He says the 
majority of patients suffered more or less from 
neurasthenia mainly or in addition to digestive, 
genito-urinary, and local symptoms, such as severe 
headache, tachycardia, asthma, hemicrania, etc. 
The author, however, proposes to deal mostly with 
patients suffering from mental disorders, such as 
melancholia, with or without delusions, insanity, and 
mania. He has performed nephropexy on 25 pa- 
tients of this type. His interest was aroused by 
Suckling’s observations along this line. 

The author then takes up the pathology, and 
attempts to establish the fact that the nervous 
disorders are due to toxemia caused by the obstruc- 
tion te the flow of urine through the ureter. He says 
this toxemia may be caused in the following ways: 

1. Deficient excretion, therefore retention, of 
some of the waste products of metabolism in the 
blood stream. 

2. Interference with the formation of the internal 
secretion of the kidney. 

3. Possible formation of a perverted internal 
secretion. 


Prac- 
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4. As a result of the obstruction of the ureter 
when it is kinked, stasis of the urine, and back 
pressure in the pelvis of the ureter, calyces, and 
urinary tubules are produced. This is evident, as 
previously stated, from the varying degree of hy- 
dronephrosis, flattening of the pyramids, and cystic 
degeneration met with. Probably this stagnant 
urine will undergo decomposition, and some of the 
products of decomposition will be absorbed into the 
general circulation. 

According to this condition, he justifies the 
recovery of 19 out of his 25 patients of mental 
disorders. He emphasizes the great care that should 
be taken of these patients after operation, that they 
should be under the watchful care of a nurse or should 
be detained in an asylum for mentally diseased 
patients. Out of his 25 cases, 19 were females and 
6 males. 

The time required for these patients to obtain 
a complete cure after nephropexy varies from a few 
months to a year or more, and it is very essential, 
the author states, that these patients be properly 
cared for during that time, and their physical and 
mental welfare carefully looked after, as outlined 
by the usual treatment of mental cases. 

The author attempts to refute the idea that 
nephropexy has little or nothing to do with the 
recovery of these patients, although it requires such 
a long time for them to recover after the operation. 

The author emphasizes the proposition that 
kidneys should be fixed in as nearly the normal 
position as possible and he prefers the Billington 
method of operation. He regards a large number of 


cases of neurasthenia as caused by movable kidneys 
and believes that nephropexy properly and efficient- 
ly performed prevents auto-intoxication and the 


consequent train of nervous symptoms. He uses 
the Brédel sutures and the curvilinear incision of 
Billington, extending from the end of the twelfth 
rib to the edge of the quadratus lumborum and con- 
tinuing parallel to the ureter. A. C. STOKEs. 


Nuzum, F.: Retro-Aortic Left Renal Veins. J. Am. 
M. Ass., 1914, lxii, 1238. By Surg., Gynec. & Obst. 
Nuzum in a detailed examination of the literature 
found but 16 citations of the left rena] vein lying 
behind the aorta. To this number he adds 10 from 
the pathological laboratory of Rush Medical Col- 
lege. The types described vary markedly and were 
found to drain both normally formed and placed, as 
well as anomalously formed and placed kidneys. 
The author suggests a probable relationship between 
the presence of retro-aortic renal veins and the 
condition known as hypostatic albuminuria, in 
which albumin is detected only while the patient is 

in a recumbent position or shortly thereafter. 

J. S. EISENSTAEDT. 


Billington, W.: The Results of Nephropexy. Brit. 
M.J., 1914, i, 856. By Surg., Gynec. & Obst. 


The author reports having performed nephropexy 
on over 500 patients in the last nine years, in many 
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cases both kidneys having been operated on. He 
judges the results of the operation from two stand- 
points, mechanical and therapeutic. To be mechan- 
ically successful the operation should result in the 
permanence of the kidney in the position in which it 
has been fixed and the absence of unpleasant sequel 
such as pain, sinus, and hernia in the scar. Thera- 
peutically successful cases naturally are those in 
which the operation is followed by the disappearance 
of the presenting symptoms. 

A review of Billington’s cases shows that a very 
large per cent have been successful, mechanically as 
well as therapeutically. In a recent investigation 
of 100 consecutive cases, where the operation had 
been of more than one year’s standing, 60 per cent 
were cured or greatly benefited, 30 per cent were 
better, and 10 per cent were unimproved. In this 
series, 7 were males and 93 were females. Of the 
women, 37 were married and 56 were unmarried. 
In 57 cases both kidneys were operated on at the 
same time, in 32 cases the right kidney only, and in 
11, the left. The average age of the patients was 
34, and the average duration of symptoms was 5 
years. H. L. SANForD. 


Caulk, J. R.: Incrustations of the Renal Pelvis 
and Ureter. Surg., Gynec. & Obst., 1914, xviii, 497. 
By Surg., Gynec. & Obst. 


In the beginning of the article stone formation 
and calcareous deposits in the genito-urinary tract 
are briefly considered. It is noted that most of the 
writers on this subject are in accord in the belief 
that necrosis is the most important feature in such 
productions, but the manner in which deposits 
are laid down in areas of necrosis is still an open ques- 
tion. In the paper four cases of incrustations are 
reported; the first occurred around the renal papilla, 
with a retention cyst of the kidney as a consequence; 
the second case occurred on the posterior wall of the 
renal pelvis; the third in the upper ureter, and the 
fourth in the juxtavesical ureter; in other words, 
such formations may occur in any part of the tract. 
The deposits in all four cases were evidently calcium 
salts. The two pelvic cases showed inflammatory 
changes as an etiological factor; in the ureteral 
cases, not coming to operation, the pathological 
lesion could not be determined. There was nothing 
of importance in the symptomatology, except in 
case three. In this case the pain was paroxysmal, 
acute, and entirely epigastric. 

The chief feature of the author’s paper is the 
diagnostic complex, which should enable one to 
differentiate an incrustation along the ureter from a 
calculus as well as a sandy impaction. The follow- 
ing are the four cardinal points: 

(a) Faint X-ray shadow; (5) the passage of the 
egg-shell-like material following the manipulation 
with the ureter catheter; (c) the passage of the 
catheter through the obstruction and relieving the 
patient of symptoms, the X-ray shadow still per- 
sisting; and (d) finally, the gradual disappearance 
of the shadow by use of the ureter catheter. 
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Treatment in such cases depends on their loca- 
tion. Those around the papillz or within the renal 
pelvis should be removed by nephrotomy. The 
author believes that pyelotomy will not provide 
sufficient exposure to insure the complete removal 
of all the calcareous material. Incrustation along 
the ureter should be removed by means of the ureter 
catheter, if possible. Open operations are liable to 
lead to secondary stricture, necessitating later 
nephrectomy. 


Sweet, J. E. and Stewart, L. F.: The Ascending 
Infection of the Kidney. Surg., Gynec. & Obst., 
1914, XViii, 460. By Surg., Gynec. & Obst. 


The authors present a review of the literature of 
the lymphatic apparatus of the kidney, ureter, and 
bladder, which shows that there exists an extensive 
lymph system which freely anastamoses, so that 
the bladder is in direct lymphatic connection with 
the kidney through the lymph-channels of the ureter. 
They conclude that infection travels through these 
channels and not through the blood-vessels, since 
the veins of the bladder and ureter for the greater 
part open into the general venous system, not into 
the venous system of the kidney; that infection pro- 
ceeds upward through these lymphatics and not 
through the lumen of the ureter is further shown by 
experimental evidence. If the lumen of the ureter 
be open to infection the infectious process is trace- 
able in the lymphatic system, not along the mucosa 
of the ureter. If the lumen be closed to infection, 
the process extends to the kidney in the usual way. 
If the lumen be open to infection but the lymphatics 
not in contact with virulent infection, as when the 
ureter is passed through the pancreatic duct, there 
is no ascending infection. If the lumen be open but 
the continuity of the lymphatics be interrupted, in- 
fection does not ascend. Finally, if the kidney 
pelvis be directly connected with the gut the general 
infection characteristic of an ascending infection 
of the kidney does not occur. 

The practical surgeon must bear this lymphatic 
system in mind in dealing with any infectious proc- 
ess in the pelvis or lower abdomen and in the 
presence of a kidney involvement must look for a 
possible primary source outside the kidney. The 
suggestion is offered that ulcerations accompanying 
a cystitis should be locally treated. 


Von Hofman, E.: Dangers of Pyelography (Sur les 
dangers de la pyélographie). Folia urol., 1914, 
Vili, 393. By Journal de Chirurgie. 


Pyelography is a method of kidney examination 
which consists in injecting a 10 per cent solution 
of collargol or some other substance opaque to the 
X-rays through a ureteral sound so as to fill the 
pelvis and the calyces; a radiograph is then taken 
and an image of the excretory passages obtained. 
Thus renal retention or anomalies of position which 
could only be suspected clinically can be demon- 
strated. But the method is not without danger. 
Von Hofman describes the two following cases: 
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Pyelography was performed on a young girl of 15 
with a left hydronephrosis. Four days later she 
died of peritonitis. Autopsy showed that the 
pocket of hydronephrosis filled with collargol had 
ruptured. As the kidney was adherent to the 
descending colon, rupture took place into the poste- 
rior cavity of the omentum. From there through 
Winslow’s foramen the collargol was distributed 
into the peritoneal cavity. On histological exami- 
nation collargol was found in the uriniferous tubules 
and also at certain points in the glomeruli. Through 
the ruptured uriniferous tubules the collargol had 
passed into the neighboring tissue where it had 
produced necrosis. 

In a second case of pyonephrosis, pyelography was 
performed three days before operation. The collar- 
gol had penetrated the interstitial tissue, though the 
fissure through which it had passed could not be 
found. Here, too, the collargol had produced foci of 
necrosis. Therefore, pyelography by Voelcker and 


Lichtenberg’s method is not without danger. As 
in all methods of examination, the technique should 
be found which will give the maximum of benefit 
and a minimum of risk. The author believes that 
Legueu and Papin’s instrumentation and technique 
will aid in avoiding such accidents as those described. 
E. JEANBRAU. 


Barringer, B. S.: Ureterocele and Ureteral Stone. 
Tr. Am. Ass. G. U. Surgeons, Stockbridge, 1914, May. 

By Surg., Gynec. & Obst. 

The author believes that kidney or ureteral stone 

is at times secondary to ureterocele and cites a case 
in which there were bilateral ureteroceles, in one of 
which a stone was caught. By means of the opera- 
tive cystoscope the margin of the ureteral orifice 
was removed and the stone passed into the bladder 
and thence out. This simple operation cures the 
ureterocele and removes the stone at the same time. 


Whitehead, G.: Extraperitoneal Ureterolithotomy 
through a Median Suprapubic Incision. Lan- 

cet, Lond., 1914, clxxxvi, 1182. 
By Surg., Gynec. & Obst. 

A youth of 20 was admitted to the hospital for 
radical cure of right inguinal hernia. He had had 
an external urethrotomy at 7 years of age for re- 
moval of an impacted stone in the urethra, at 11 a 
suprapubic cystotomy for vesical calculus, and a 
second time for vesical calculus at 15, and at 16 
radical cure of left inguinal hernia. 

Ten days after the operation for radical cure of 
right inguinal hernia he was seized with a sudden 
attack of pain in the left groin. X-ray examination 
showed a calculus, the size of a sparrow’s egg, im- 
pacted in the lower end of the left ureter. A median 
suprapubic incision was made under spinal anes+ 
thesia. The calculus could be palpated, with a 
finger in the bladder near the left ureteric orifice, 
but the procedure pushed it upward in the ureter. 
By free retraction of the left rectus muscle and 
extraperitoneal dissection, the left ureter was ex- 
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posed at the pelvic brim. A sling of stout silk was 
passed around it and held while with a finger in the 
bladder the stone was pushed upward against the 
silk sling, and a second loop of silk was passed around 
the ureter below it. 

The stone was removed through a longitudinal 
incision and the opening closed with fine catgut. 
The bladder was sutured and the suprapubic wound 
closed with a slender tube put down to the incision 
in the ureter. A soft rubber catheter was tied in for 
48 hours when both the catheter and drainage tube 
were removed. Recovery was uneventful, the 
wound healing by first intention. 

The bladder was opened by a median suprapubic 
incision because it was suspected that the stone 
would be found encysted close to the ureteric orifice 
and would be easily removed by the transvesical 
route. The excellent access to the pelvic ureter by 
extraperitoneal dissection through the same incision 
suggests that in similar cases the median incision 
might be used and the stone removed from the 
ureter after pushing it back to the pelvic brim with- 
out opening the bladder. H. G. Hamer. 


BLADDER, URETHRA, AND PENIS 


Coudray, J.: Primary Lithiasis of the Bladder in 
Children and Adults up to 40 among the 
Mussulmans of North Africa (Contribution 4 
V’étude de la lithiase vésicale primitive de l’enfant 
et de l’adulte jusque 4o ans chez les musulmans de 
l'Afrique du Nord). J. d’urol., 1914, v, 171. 

By Journal de Chirurgie. 


In to years Coudray had 108 cases of calculus of 
the bladder among the Musselmans, 40 of which 
were in adults from 15 to 40, and soin children under 
15. During the same time he had only one case 


of kidney calculus. He believes that the nature of 
their diet, which is largely vegetable and lacking in 
nitrogen, and the water, which contains calcium and 
magnesium, are important factors in pathogenesis. 
Incontinence of urine was unusual; in several cases 
there was also prolapse of the rectum. Because of 
the late stage at which the patients came for treat- 
ment and the frequency of renal infection, cystos- 
tomy, which places the bladder at rest and allows it 
to be drained and disinfected, was indicated in 
preference to lithotrity. J. TANTON. 


Edmunds, A.: Ectopia of the Bladder. Practitioner, 
Lond., 1914, xcii, 501. By Surg., Gynec. & Obst. 
Ectopia of the bladder is a deformity which, 
according to NeudGrfer, occurs once in 50,000 births 
in the proportion of eight boys to one girl. Smeed, 
the resident medical officer at Queen Charlotte’s 
Hospital, reports only 3 cases out of 28,000 births 
for a period of seven years in that institution. The 
author gives the details of a case which came under 
his personal supervision. 
The patient was a girl aged 12, who had been sent 
home from South America in the hope that some- 
thing could be done for her in England. Her condi- 
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tion was extremely miserable. The mucous mem- 
brane of the bladder was completely exposed pro- 
jecting forwards as a deep red ovoid swelling, but 
was in fairly good condition; that is, there were no 
ulcers or incrustations upon it. The skin around 
was cicatricial and covered with scales of hardened 
mucopurulent discharge; at the lower part of the 
bladder, the two ureters could be seen partly 
covered up by swollen mucous membrane. The urine 
escaped naturally through both of them. 

There was a fullness in each groin which ended 
towards the middle line in a rounded eminence 
bearing a few scattered hairs, the two together 
forming a sort of vulva. On separating these, two 
curved fleshy prominences were seen, representing 
the nymphe and the split clitoris, and between these 
was a small triangular area of mucous membrane. 
This bore several transverse ridges, and was smooth, 
lighter in color, and healthier looking than the 
bladder, differing very little from the normal vaginal 
wall, of which it was probably the representative. 
There was no indication of a cervix. The anus was 
normal. On either side, just beneath the two hairy 
patches, could be felt the pointed ends of the divided 
symphysis. The child walked badly, less perhaps 
on account of her split pelvis than of the exposed 
bladder wall and the tenderness of the skin around, 
even contact with her clothes causing her pain. 
Her general condition was poor, and the benefits of 
the operation as regards her general health were 
astonishing. There was nothing in the appearance 
of the rest of her body or in her general mental 
condition to suggest any sexual abnormality; be- 
yond the physical deformity, she was a normal child 
of twelve. 

She was kept in bed for a week after admission, 
in order to get her accustomed to her surroundings. 
and also to allow the parts to be cleansed. Under 
a general anesthetic, the area around the bladder 
was disinfected, and a fine catheter passed into each 
ureter so as to define its course and enable it to be 
felt through the surrounding tissues during the 
later stages of the operation. An incision was then 
made through the mucocutaneous margin around 
the upper part of the bladder. The bladder wall 
was then carefully dissected up from the peritoneum, 
a procedure which in this particular case presented 
no difficulty, although in some cases it has been found 
to be difficult. 

If, however, it is proposed to do a transperitoneal 
operation, a buttonhole in the peritoneum is not a 
matter of any vital importance, although it is a 
distinct advantage to retain it intact. If this can 
be done, the peritoneum forms a flap, which can be 
utilized for the purpose of shutting off a general 
peritoneal cavity, without producing an unnecessary 
amount of adhesions between the coils of the small 
intestine. When about half the bladder had been 
dissected up, the peritoneum was deliberately opened, 
and the intestines carefully packed out of the 
way; the finger of the left hand was then introduced 
into the wound beneath the bladder wall, care being 
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taken not to injure the ureter, the position of which 
was rendered apparent by the catheter. The inci- 
sion, which had been commenced above, was then 
continued around the whole periphery of the bladder, 
until this had been completely detached—no cutting 
being done until it was perfectly certain that the 
ureter was well out of the way. It should be noticed 
that, in these cases, the relationship of the parts 
differs from the normal; the ureteric opening is, to 
all intents and purposes, on the anterior abdominal 
wall, and hence the ureters are much more superficial 
than usual. In this case, they lay along the brim of 
the true pelvis as far forward as the free anterior 
ends of the bone. 

When the bladder had been detached all around, 
a certain amount of the wall was clipped away, 
until a thick broad fusiform area was left attached 
to the pelvis by a broad stalk of tissue containing 
the ureters. This was separated from the pelvic 
wall, just sufficiently to allow of its being turned 
over, so that the mucous membrane looked towards 
the sacrum. This part of the operation must be 
carefully done, its object being to detach the con- 
tents of the pelvis from the pelvic wall as little as 
possible. It is certainly possible to retain the vascu- 
larity of the stump of the bladder and therefore 
probable that, provided sufficient care is taken, the 
nervous connections may be retained to a certain 
degree also. A great amount of separation is not 
required. It is not so much a question of carrying 
back the bladder to the bowel, as of bringing a mobile 
portion of the bowel forward to the bladder. It is 
just this point in which the transperitoneal method 
has its great advantage, allowing the surgeon to 
employ the mobile, peritoneum-covered, pelvic colon 
rather than the more fixed retroperitoneal rectum. 

In the present case, the part of the bladder which 
was anastomosed was uncovered by peritoneum, 
except for a small area about half an inch square. 
Here the peritoneum was retained in position, but 
proved of no particular service in the anastomosis. 
At this stage of the operation the ureteral stalk was 
separated into two, so that the wall of the colon 
could be stitched over the implanted area of the 
bladder between the two ureters; but this proved 
impracticable and unnecessary, and _ therefore 
might better have been omitted. The next stage 
was to perform the anastomosis proper. This was 
carried out on the lines of a gastro-enterostomy. 
The pelvic colon was brought out and clamped so 
as to lie transversely across the wound, packing 
being arranged around it to catch any contents that 
might escape. An incision was then made through 
the muscular coat of the bowel, exposing, but not 
cutting through, the mucous membrane. The 
lower edge of this incision was then carefully stitched 
to the muscular part of the stump of the bladder. 
When this row of sutures was complete, the bowel 
was opened, the catheters were removed, and the 
mucous membrane of the bladder sewn to that of 
the colon; the anastomosis was then completed by 
suture of the bladder wall to the upper margin of 


197 


the incision through the colon. The peritoneal flap, 
which was produced by the detachment of the upper 
(umbilical) segment of the bladder, was then tucked 
back over the small intestine and behind the anas- 
tomosis, and a drainage tube was inserted down to 
the bottom of Douglas’s pouch. Two stout silk- 
worm-gut sutures were then passed through the 
fibrous margins of the opening in the abdominal 
wall and left loose. The wound was then packed 
with cyanide gauze. 

The patient bore the operation well, and, although 
she was far from robust, at no time duriag the course 
of the case was there any cause for anxiety. There 
was no leakage from the anastomosis, and the tube 
in Douglas’s pouch was removed a few days later 
and left out. The wound from its nature could not 
be considered aseptic, but such free drainage had 
been provided that there were no constitutional 
symptoms of sepsis. The temperature for the first 
fortnight never rose above 99.4°, and there was no 
sloughing of the wound, which granulated well but 
slowly. The anastomosis did not leak in the least, 
and receded into the depths of the wound, leaving 
a cavity which ultimately filled up. Six days after 
the operation when the risk of septic complications 
seemed to be past, gas was administered and the 
two loose stitches were tied, thus reducing the size 
of the wound very considerably. 

The subsequent progress of the wound was un- 
eventful, and the patient was able to leave the hos- 
pital seven weeks after the operation with one or 
two areas about 1 mm. square still unhealed. It was 
unfortunate that she could not be detained for 
further observation, but the nature of her parents’ 
employment necessitated their return to South 
America, and her general condition was so good that 
it was not considered justifiable to insist upon her 
staying in London. Her health and comfort im- 
proved from the day of the operation, although she 
still showed an instinctive terror of being touched, 
and it was some time before she could forget the 
soreness and tenderness. The small area of mucous 
membrane representing the vagina remained sensi- 
tive, although not tender, and the author thinks 
it would have been better to have removed it en- 
tirely, since at the operation no uterus seemed to be 
present. Control was perfect from the first, a 
mixture of feces and urine passing every three or 
four hours. 

At first she was disturbed through the night, but 
she soon accommodated herself to her new condi- 
tions and remained comfortable nearly every night. 
She had a slight attack of pyrexia a month after the 
operation but nothing was found in the urine to 
account for it, although this examination was of 
course complicated by the presence of faeces. ‘To- 
wards the end of her stay in the hospital she also 
had some slight irregularity in temperature, but this 
was accompanied by no symptoms which indi- 
cated it was due to anything more than a cold. 

As these cases are very rare, Edmunds offers the 
following suggestions: 
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1. That plastic operations designed merely to 
reconstruct the bladder are unsatisfactory, since 
at the very best they only afford partial relief, and 
that transplantation of the ureters is preferable. 

2. That transplantation of the base of the 
bladder is better than the separate transplantation 
of the ureters because it is easier to perform, and on 
theoretical grounds is less likely to lead to an ascend- 
ing infection. 

3. That this is done better by an intraperitoneal 
than by an extraperitoneal route, inasmuch as it is 
possible to perform the operation with less inter- 
ference with the vascular supply of the bladder 
stump, and to utilize a mobile portion of the bowel. 

4. That inasmuch as most of these cases die of 
pelvic cellulitis, the wound should be left freely 
open. A hernia may be developed, but this can be 
dealt with later by an aseptic operation, or may be 
controlled efficiently with an apparatus. 

H. A. Moore. 


David, V. C.: A Bacteriological Study of Fifty 
Cases of Non-Tuberculous Diseases of the 
Bladder and Kidney. Surg., Gynec. & Obst., 1914, 
XVili, 432. By Surg., Gynec. & Obst. 


The cases studied include 27 cases of chronic cys- 
titis, 2 of pyonephrosis, ro urinary calculi, and 2 vesi- 
caltumors. Colon bacilli and allied organisms were 
present in 60 per cent of the cases but in pure culture 
in only 30 per cent. Staphylococci were present 
in 35 per cent of the cases and no two strains were 
identical in cultural characteristics. One case 
presented the unusual combination of pseudo- 


diphtheria bacillus, streptococcus, and pneumo- 


coccus. Anaérobic cultures were made in all 
cases and 14 anaérobes were isolated in ten cases, 4 
times in pure culture and twice as the prevailing 
organism. 

An anaérobic black pigmented gram-negative 
bacillus was isolated in 4 cases. It grew only on 
blood media and in most respects corresponded to 
the schwartzen farbstoffbildender bacillus described 
by Heyde, which he isolated from the appendix. 

Anaérobic gram-negative influenza-like bacilli 
were isolated in 4 cases, twice in pure culture. 
These bacilli grew only on blood media with a 
scarcely visible growth, and were non-hemolytic. 
Injected into the renal pelvis of rabbits they caused 
death in 24 hours but no macroscopic evidence of 
pyelitis or cystitis was present. 

Other anaérobes were isolated as follows: Staphy- 
lococcus parvulus, a hitherto undescribed gram- 
negative coccus, bacillus funduliformis, and gram- 
positive staphylococcus. 


Heitz-Boyer, M.: Endoscopic Treatment of Tuber- 
culosis of the Bladder by High-Frequency 
Currents (Traitement endoscopique de la tuber- 
culose vésicale par les courants de haute fréquence). 
J. d’urol., 1914, v, 155.By Journal de Chirurgie. 


The author has previously described the use of 
the high-frequency current in the form of spark 
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discharges for the treatment of tumors of the blad- 
der, and is now applying it to the treatment of 
tubercular lesions of the bladder, particularly to 
tubercular ulcerations persisting after nephrectomy. 
In cases where the tubercular ulceration has already 
thinned the bladder wall and perforation is to be 
feared, the spark discharge is superior to scarifica- 
tion by electrocoagulation. It is applied to the 
ulceration and an area of at least 1 cm. around it. 
The operation may be very painful and necessi- 
tate local or even general anesthesia. There is a 
violent reaction in the area treated, with the pro- 
duction of an exuberant dirty white membrane, 
which recalls the appearance of certain gangrenous 
villous tumors in process of elimination. This 
membrane is discharged little by little at the same 
time that a new epithelium is forming to cover the 
denuded surface. Complete cicatrization requires 
four weeks on an average; the urine clears up and 
gradually the pain disappears. The same treat- 
ment may be applied to persistent granulations with 
or without abscess formation. J. TANTon. 


Hyman, A.: The Normal Bladder and Its Sphinc- 
ters and the Changes following Suprapubic 
Prostatectomy. Ann. Surg., Phila., 1914, lix, 544. 

By Surg., Gynec. & Obst. 


Incontinence of urine following prostatectomy is 
encountered infrequently, very rarely after supra- 
pubic enucleation, but is more often met with after 
the perineal operation. The cause of this condition 
has not been definitely determined: The object 
of this study is to inquire into the mechanism of 
urination following suprapubic prostatectomy and 
to note the changes in the topography of the bladder 
resulting from this operation. Although individual 
opinions vary, it appears to the author that Leed- 
ham and Greene present the best summary of the 
standard anatomists. They describe three con- 
strictor muscles, the smooth muscle, involuntary 
internal vesical sphincter, and the striated vol- 
untary compressor urethre, but it is well recognized 
that but two of these muscles are of importance in 
the act of micturition. 

The contour of the normal bladder has long been 
the subject of much discussion. In 1905 a new 
method of studying the form of the bladder was 
devised by Vélcker and Lichtenberg. They em- 
ployed collargol injections combined with radiog- 
raphy, and as a result of their work concluded that 
the normal bladder when distended is invariably 
broader above than below, and is never round. 
Subsequently Leedham and Greene, using the same 
technique, reported that the radiographs obtained 
showed the bladder to be oval in shape. The 
method of Vélcker and Lichtenberg — collargol 
injections combined with radiography — offered 
the best physiological method of studying this 
much discussed question, and conclusions reached 
by its application appear to Hyman to definitely 
solve this problem. It seems that the observations 
of the author on the normal bladder are in the main 
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in accordance with the work of Vélcker and Lichten- 
berg. He began his radiographic studies two years 
ago. In the beginning three different positions were 
tried: the ventrodorsal — patient lying flat on 
back, the dorsoventral — patient on abdomen, 
and the lateral. The lateral views were very un- 
satisfactory owing to the density of the muscular 
and bony structures of the pelvis. The dorso- 
ventral and ventrodorsal gave practically the same 
results, and the latter, the ventrodorsal position, 
because more convenient, was adopted as a routine. 
The position of the X-ray tube is of considerable 
importance. The earlier radiographs were taken 
with the tube placed posterior and obliquely to a 
vertical plane passing through the symphysis pubis. 
It was found, however, that this position failed to 
give a good view of the outlet of the bladder. Sub- 
sequently, therefore, the tube was placed so that its 
focus was at a right angle to the plate, the rays 
striking the body just above the symphysis. A 
compression blend was used, moderate compression 
being applied, however, so as not to disturb the 
bladder. The medium used was a 5 per cent solu- 
tion of collargol which in the large majority of cases 
was found to be non-irritating. The solution was 
introduced through a catheter which was then with- 
drawn. 

Twelve radiographic exposures of normal bladders 
were made and as the main object was the study of 
the sphincter region, the bladders were fully dis- 
tended. 

The shape of the normal bladder was found to be 
variable, although the type most frequently en- 
countered was that showing a broad upper portion, 
narrowing down toward the outlet. In the radio- 
graphs the urethra was invariably found to be 
sharply demarcated from the bladder, thus demon- 
strating that the internal vesical sphincter is the 
muscle that retains fluid in the distended bladder. 
The position of the internal sphincter was either on 
a level with the upper border of the symphysis pubis, 
or midway between the upper and lower borders. 

The following conclusions are drawn by the 
author: 

1. The internal vesical sphincter is the true 
sphincter of the normal bladder, and of the bladder 
in prostatic enlargement. 

2. The external vesical sphincter, ‘compressor 
urethre,”’ is the functionating sphincter after supra- 
pubic prostatectomy in the large majority of cases. 

H. A. Moore. 


Packard, H.: Eversion of Bladder. 


( Ann. Surg., 
Phila., 1914, lix, 555. 


By Surg., Gynec. & Obst. 


The author reports the case of a young woman, 
21 years old, who was the subject of a criminal 
assault when four years old, and who suffered at 


that time extensive pelvic lacerations. When she 
presented herself to the author she had complete 
prolapse of the uterus and eversion of the bladder. 
An X-ray photograph showed an entire absence of 
the pubic arch. That this was not congenital was 
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proved by the fact the patient was normal as a 
child before the assault. The entire bladder wall 
was dissected out and the ureters implanted into 
the vagina, and then through an abdominal incision 
fixation of the uterus was effected by entangling the 
fundus with the recti muscles. This was followed 
by a good recovery and relief of the many distressing 
symptoms, with the exception of urinary incon- 
tinence. H. SANForb. 


Bangs, L. B.: Cicatrix of Bladder Relieved by Ful- 
guration. Med. Rec., 1914, lxxv, 619. 
By Surg., Gynec. & Obst. 


The author reported an interesting case of ob- 
struction, following suprapubic prostatectomy, 
which was relieved by fulguration. About eight 
months following operation the case was referred 
for examination. The patient voided turbid urine 
in a dripping manner. Five ounces of purulent 
residual urine were obtained. Cystoscopy re- 
vealed a transverse cicatricial band with bulging 
lateral folds, just within the internal orifice. As 
operation was refused, fulguration was advised. 
Four applications were made, forming a groove 
through the middle of the band and reducing the 
residual urine to six drams. Relief was felt after the 
second application. C. D. PickRrELL. 


O’Neil, R. F.: A Case of Incrusted Cystitis Show- 
ing End-Result. Tr. Am. Ass. G. U. Surgeons, 
Stockbridge, 1914, May. By Surg., Gynec. & Obst. 

The patient was a woman of 29 who entered the 
hospital in 18096 for the relief of hamaturia, vesical 
tenesmus, and urinary pain and frequency of six 
months’ duration. The trouble began about a 
month after delivery. She had passed clots with 
gravel. 

Examination of the bladder under ether showed a 
large sloughing area on the trigone and other smaller 
ones. Calcareous patches could be felt with the 
finger. The areas were curetted. Considerable 
improvement followed the operation. 

She was next seen in 1914, eighteen years after 
operation, when she came to the hospital for ab- 
dominal symptoms, this attack having no connec- 
tion with her genito-urinary tract. A cystoscopy 
was made at that time, however, the note being as 
follows: ‘‘Bladder shows evidence of inflammatory 
process in the past. Mucosa thickened in places. 
The mucous membrane on the whole is paler than 
normal. Ureteric orifices normally placed and 
normal in appearance. Catheters passed easily to 
each kidney. Normal looking urine appeared from 
each side. The examination of the sediment showed 
no pus from either kidney and no growth on culture. 
There is no evidence of an inflammatory condition 
of either kidney.” 

The patient states that following her discharge 
from the hospital in 1896 she suffered from a re- 
currence of her bladder symptoms with the dis- 
charge of blood and calcareous masses for a period 
of four years, at times the attacks being nearly as 
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bad as that at the time she entered the hospital. 
The condition gradually improved and disappeared 
under local treatment and she has had no treatment 
for the past ten years. At present there is neither 
pain nor nocturia. 

From the clinical history and operative findings 
this case is evidently one of incrusted cystitis, the 
point of interest being that a severe process could 
persist in the bladder for so long a time, terminate in 
recovery, and leave little or no permanent disability. 
Also that during this time infection of the kidneys 
did not occur, at least to no permanent degree either 
by way of the ureters or the lymphatics. 


Squier, J. B.: Rectovesical Echinococcus Cyst. 
Ann. Surg., Phila., 1914, lix, 396. 
By Surg., Gynec. & Obst. 


The author had a case which came to him with a 
diagnosis of enormous vesical calculus. The chief 
complaints were frequency of urination, intense 
pain in the penis, and a tumor in the hypogastrium. 
The tumor appeared to be a greatly distended 
bladder. Cystoscopy was impossible. There were 
six ounces of residual urine. Cystotomy showed 
multiple echinococcus cysts coming from the bladder. 
The bladder was drained. At a second operation 
another cyst which was found adherent to the under 
surface of the liver was removed. At a third 
operation the bladder was more freely opened. In 
the region of the trigone there was an opening as 
large as a half dollar which communicated with 
what was evidently the mother cyst, between the 
rectum and the bladder. A perineal opening was 
made into this cyst and the cyst cauterized with 
carbolic acid. The suprapubic bladder opening 
was closed and the recovery was uneventful. 

B. S. BARRINGER. 


Judd, E. S.: Non-Papillary Benign Tumors of the 
Bladder. J.-Lancet, 1914, xxxiv, 188. 
By Surg., Gynec. & Obst. 


The author reports two cases of non-papillary 
benign tumors of the bladder. Both patients had 
all the characteristic symptoms of bladder tumor. 
The author states, however, and tries to establish the 
fact as a differential diagnostic point, that the 
hemorrhage in these cases was sharper and more 
severe than is usual in papillary bladder tumors. 
Both cases were operated upon suprapubically. 
The statistical frequency of the tumors was one and 
two-tenths per cent. Microscopically, they were 
composed of smooth muscle fibers and fibrous 
connective tissue. V. D. LEspINasse. 


Gehrels, F.: The Endovesical Treatment of Papil- 
lomata of the Bladder by High-Frequency 
Currents. Australas. M.Gaz., 1914, xxxv, 292. 

By Surg., Gynec. & Obst. 


The author describes the principle of Beer’s 
treatment as the application of the high-frequency 
current, or rather the Oudin current, in the interior 


of the bladder, directly to the papilloma. The 
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difference in Beer’s treatment from the ordinary 
fulguration treatment consists in the fact that the 
electrode is applied directly to the papilloma, and 
under water. Beer avoids producing sparks, and 
effects coagulation of the tissue but no cauteriza- 
tion. By applying a current of varying strength 
for a greater or less period of time a coagulation and 
necrosis of the papilloma is effected, and after some 
days the necrotic parts are cast off. The treat- 
ment is done mostly in several sessions, always under 
control of the eye. 

The author, after describing Beer’s method with 
the high-frequency machine and Oudin resonator, 
and the method with the diathermic machine used 
chiefly by German surgeons, describes in detail his 
own methods, as follows: The diathermic apparatus 
is connected with the current collector. The anode 
is connected with a 10 to 6-inch indifferent 
electrode, that will be applied to the abdomen above 
the symphysis; the cathode is connected to the 
high-frequency sound that has the shape of a 
ureteral catheter of No. T. F. with a platinum tip. 
He regulates the strength of the current by trying 
the sound on a piece of raw meat. For introducing 
the sound an ordinary indirect catheterizing cysto- 
scope is used. The urethra and bladder of the 
patient are anesthetized by 5 dr. of a 2 per cent 
solution of alypin, adding 1o drops suprarenin, 
applied for 5 to 10 minutes. Then the bladder is 
washed with oxycyanate of mercury 1:5000, and 
filled with 5 oz. of distilled water. After intro- 
duction of the high-frequency sound it is led towards 
the growth and between its villous processes. 

The current is turned on for 15 to 30 seconds, and 
this procedure repeated on different spots until the 
whole surface of the growth appears necrotic. The 
time of application is shortened the nearer the 
pedicle is approached in order to avoid injuring the 
bladder wall. The time required for one session is 
three to five minutes. The treatment is repeated 
every eight days, and continued until the whole 
growth is necrotic. The eschars are allowed to fall 
off by themselves. Where only the pedicle is lett 
it is treated in the same manner. Where the cur- 
rent is applied the tissue becomes white. Sparks 
arerarely seen. Only aslight formation of gas takes 
place. Pain is experienced only if the bladder 
wall is touched and this is a warning sign. Should 
bleeding occur, the application of the current will 
stopit. The necrotic parts are mostly cast off in one 
week. Rest, bland diet, and urotropine are recom- 
mended during treatment. During the first month 
the bladder is washed with a 2 to 5 per cent solution 
of resorcin every two weeks to prevent recurrence. 

The advantages of this endovesical treatment are 
summarized by the author as follows: It is easily 
done, and hospitalization is not necessary. It 1s 
painless, and under control of the eye. Nearly all 
papillomata can be attacked. There is the im- 
portant hemostatic effect. The dangers are as 
naught. It has high advantages over cystotomy 
and resection of the bladder. The mortality 10 














cystotomy is 2 to ro per cent, and repeated opera- 
tions for recurrences may be necessary. The lead- 
ing surgeons of Europe and America are using this 
treatment and report favorably. 

The indications for treatment are tabulatedas: 

1. Papillomata, clinically benign, not exceeding 
the size of a walnut. 

2. Recurrences of papillomata. 

3. Hemorrhages of malignant growths of the 
bladder. 

The article closes with a differential diagnosis 
between benign and malignant forms of bladder 


tumors. H. J. PoLkey. 
Viko, E.: Surgical Treatment of Urethrorectal 
Fistule. J. Am. M. Ass., 1914, lxii, 1083. 


by Surg., Gynec. & Obst. 
Viko says that present methods of operation for 
urethrorectal fistula result successfully in only 
25 per cent of cases. The operation described by 
him consists in dissecting down to and around the 
fistulous tract between the rectum and urethra. 
The tract is tied, like a blood-vessel, close to the 
rectum and divided. A purse-string suture is then 
placed around the fistula close to the urethra, the 
ends of the suture being left long. Several flaps 
are then dissected loose alternately on each side 
of the ligated urethral end and stitched in place, 
one on top of the other, each suture line being 
located at a different plane. The long ends of the 
urethral tie are drawn through the center of the 
first flap and tied before the flap is stitched into 
place. The rectal tie is buried by two or three 
pleats of rectal wall. After building up this com- 
paratively thick layer of tissue between the urethra 
and the rectum the latter is partly twisted and a 
sound part sutured to the layers of urethral flaps. 
The author claims that this method of repair 
of urethrorectal fistule is very satisfactory, but 
gives no data as to the number of cases on which 
it has been performed or the percentage of cure. 
J. D. BARNEY. 


GENITAL ORGANS 


Grimm, C. E.: A Case of Double Cryptorchidism. 
W. Virg. M. J., 1914, xiii, 339. 

By Surg., Gynec. & Obst. 

The author describes a case of bilateral crypt- 
orchidism with surgical technique. He advises 
operation before puberty to minimize dangers of 
hernia and defective or malignant development. 
On the left side he employed the usual technique 
(Bevan) of incision and exposure, and found the 
testis had slipped into a blind pouch through the 
roof of the canal, affording a cord of sufficient 
length to allow the organ to be placed in the 
scrotum and retained there by merely contracting 
the neck of the scrotum by a purse-string suture. 
On the right side the testis was found at the in- 
ternal ring, necessitating section of all structures 
except the vas, artery to vas, and spermatic artery, 
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to afford a cord of sufficient length. Primary union 
resulted, with a retraction of the right testis only, 
and that only as far as the external ring. 

Grimm is loath to cut spermatic arteries, be- 
cause of experimental evidence adduced by Mos- 
chowitz showing degenerative changes in the testes— 
with resected spermatic arteries. He approves of 
Davison’s technique, which makes it possible with- 
out section of the spermatic artery to secure greater 
cord length by dissection of these structures out of 
the abdominal wall, freeing enough of the same to 
insure adequate length. The epigastric artery 
having been protected by a double ligature, and 
the posterior wall of the canal having been incised, 
the vas is located and freed at the internal margin of 
the wound and the spermatic artery located and 
freed along the external edge of the cut transver- 
salis fascia. 

The testis is sutured to the bottom of the sac, 
and the suture passed externally, and a fast loop 
made to afford a fastening for traction from without. 
To this suture loop is fastened a thin rubber band, 
the distal end of which is fixed by adhesive plaster 
to the thigh, giving the proper amount of traction. 
It is of course necessary to immobilize the thigh by 
plaster or starch dressing. Closure of the wound 
follows the usual principles of herniotomy. 

Louis L. TENBROECK. 


Lilienthal, H.: Prostatectomy in a General Surgical 
Practice. Ann. Surg., Phila., 1914, lix, 373. 
By Surg., Gynec. & Obst. 

Basing his conclusions on the records of 80 pros- 
tatectomies, the author presents a strong case in 
favor of the two-stage operation and gives a com- 
prehensive chart summary of all the cases with 
histories of 13 illustrative cases. Because of its 
many advantages he considers the suprapubic route 
the wisest, especially for the general surgeon, and 
follows this procedure in practically all of his cases. 
He contends that suprapubic cystotomy should be 
the first step even though it may then appear best 
to proceed with enucleation from below. He does 
not perform cystoscopy as a general rule, because 
he says it has some dangers and he can get a better 
view of the bladder during operation. Before the 
suprapubic opening closes he inserts the cystoscope 
through the fistula and makes a careful inspection 
for bits of slough or loose tissue which might form 
nuclei for subsequent stone. Three times he has 
observed calculi formation after prostatectomy. 

He performs none of the renal function tests 
because he considers that cystotomy is fully indi- 
cated even with poor renal function. The quantity 
of urine, however, is carefully noted. 

Most of the patients were badly nourished, feeble 
old men, average age 64 years, with hardened arteries 
and diseased kidneys. The series is not one of se- 
lected cases. ‘“‘No one who applied for relief was 
refused the opportunity which surgery might hold 
out.” 

The first step of Lilienthal’s operation consists in 
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cutting down to the space of Ratzius under local 
anesthesia, the bladder is distended with air and 
with two traction sutures through the bladder wall 
the bladder is incised. The traction sutures on each 
side of the wound in the bladder wall are then made 
fast to the aponeurosis and a large tube placed in the 
bladder enucleation. The second step is performed 
8 or 9 days later under general anesthesia with no 
instrument in the urethra and the finger of an 
assistant in the rectum pushing up the prostate. 

In reviewing results in his non-malignant pros- 
tatectomies, the author finds that in 37 cases in 
which the one-stage method was followed, 7, or 
16.2 per cent, died, while in 33 two-stage prostatec- 
tomies only 2, or 6 per cent died. The ages averaged 
the same. . 

Among the 8o cases carcinoma was found in 7 and 
vesical calculi in 13. As to post-operative complica- 
tions, he had 7 cases of epididymitis, 1 case of acute 
septic testicle, 5 cases of hemorrhage, 3 of pneu- 
monia and 3 of uremia. C. R. O’CRowLEY. 


Stevens, A. R.: Treatment of Certain Cases of 
Prostatic Obstruction by Cauterization by 
the High-Frequency Current. Am. J. Surg., 
1914, XXviii, 93. By Surg., Gynec. & Obst. 


In some cases it is possible to destroy prostatic 
tissue with the high-frequency current, the obstruc- 
tion being thus removed. The author has success- 
fully treated 4 cases and attempted to treat 2 
more, but the latter patients complained so bitterly 
after instrumental manipulation that the treatment 
was discontinued after the first sitting. Intolerance 
to the cystoscope after good local anesthesia may 
become a contra-indication and turn the tide in 
favor of operation. 

The method is not suitable for large hypertrophies, 
but is good when a comparatively small portion 
of prostatic tissue causes a marked obstruction. 
It may also afford partial relief in the other types of 
hypertrophy when operation is positively refused. 
With the Oudin type of current, a single cauteriza- 
tion is not deep and progress is much slower in 
destroying prostatic tissue than it would be with 
a papilloma of the bladder. Three cases are re- 
ported. Faxton E. GARDNER. 


Cole, A. P.: Kidney Function Estimation in 
Preparation of Patients for Prostatectomy. Lan- 
cet-Clin., 1914, cxi, 466. 

The author emphasizes the value and explains 
the use of functional tests in estimating surgical risks 
in the preparation of patients for prostatectomy. 

Two tests are considered capable of giving all the 

necessary information: an estimation of the blood 

urea and repeated phthalein tests. The former is a 

test of retention and is of value only when the phtha- 

lein test is very low, so that in most cases only the 
one test is needed. 
The interpretation of the phthalein test depends 


By Surg., Gynec. & Obst, 
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upon comparative readings in each case. A marked 
decrease in the excretion of the dye invariably 
means severe derangement and repeated tests will 
demonstrate whether this is permanent or tem- 
porary. Lowering of kidney function from prolonged 
back-pressure, ascending infections, etc., invariably 
improves upon preliminary treatment of drainage 
by catheter or suprapubic incision, whereas the 
reduction due to a chronic nephritis shows little if 
any improvement. In the latter case the retention 
of urea in the blood is of considerable significance 
of an impending uremia. 

A careful clinical study of the case, particularly 
with respect to acute renal infections, is of equal 
importance in estimating a surgical risk. No case 
with an acute pyelonephritis should be submitted 
to operation even in the presence of a high phtha- 
lein. The author gives a very good review of the 
methods in use in preliminary treatment and in the 
estimation of the risk of operation. 

FRANK HINMAN. 


Pilcher, P. M.: Transvesical Prostatectomy in Two 
Stages. Ann. Surg., Phila., 1914, lix, 500. 
By Surg., Gynec. & Obst. 


In this article, which is the result of the author’s 
personal experience, he states that his study of the 
pathology of chronic prostatism leads him to dis- 
agree with the theory of Tandler and Zuckerkandl 
that prostatic hypertrophy is always hypertrophy 
of the anatomical middle lobe. He believes that 
the two lateral lobes and the median lobe are usually 
involved, and that inasmuch as the obstruction 
is at the neck of the bladder and projects into the 
bladder, the natural avenue of approach is the 
transvesical route. He advocated the technique 
of a two-stage transvesical operation in every in- 
stance for the relief of benign hypertrophy of the 
prostate, for the reason that as a result of relieving 
the distention of the bladder three phases of kidney 
secretion are demonstrable, and during the second 
phase, lasting from a few days to a number of 
weeks, a period of danger occurs during which no 
surgical attack should be undertaken. 

The author performs a preliminary cystostomy 
for the reason that following suprapubic cystostomy 
the patient is out of bed in twenty-four hours; the 
urinary output from the bladder is completely con- 
trolled by an apparatus which he illustrates; there 
is no unpleasantness or traumatism due to the 
passage of the catheter through the urethra, and 
the operation of transvesical prostatectomy is 
already half completed. 

The author reports to date 28 successive successful 
cases in which he has followed this line of treatment, 
every case resulting in the control of urine by the 
patient and his ability to empty the bladder without 
the use of a catheter. He does not apply this 
technique to known or suspected cases of carcinoma 
of the prostate. H. L. Sanrorp. 
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Credé-Hoérder: Prevention of Gonorrheeal Ophthal- 
mia (Warum konnte die Blennorrhée nicht abneh- 
men). Zentralbl. f. Gyndk., 1914, xxxviii, 116. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author directed a series of questions to lying- 
in hospitals and university gynecological clinics to 
determine the following points: 

1. Whether there is any permanent injury to the 
child’s eyes from the use of a prophylactic solution 
for ophthalmia. The answer in all cases was no. 

2. What prophylactic is the best? The answer 
was generally silver nitrate, sometimes silver acetate 
and sophol. 

3. Whether it is advisable to make prophylactic 
treatment compulsory and punish neglect of it by 
law. Among 51 gynecologists 25 favored compul- 
sory prophylaxis, 20 were directly opposed to it, and 
6 undecided. Among 20 directors of university 
clinics 8 were in favor of it, 10 opposed, and 2 un- 
decided, while all of them were in favor of prophy- 
laxis. 

Among 110 ophthalmologists 79 favored compul- 
sory carrying out of Credé’s prophylaxis, 15 were 
undecided; of 17 professors of ophthalmology 13 
were unconditionally in favor of it, 2 conditionally 
in favor of it, and only 2 opposed to it. While the 
morbidity is growing constantly less in hospitals, 
outside of them large numbers of infants still have 
gonorrheeal ophthalmia, so that new methods of 
prophylaxis must be established. MoraAtter. 


Elliot, R. H., Henderson, E. E., Fleming, A., and 
Others: Discussion on the Use of Salvarsan 
in Ophthalmic Practice. Proc. Roy. Soc. Med., 
1914, vii, Sect. Ophth., 98. By Surg., Gynec. & Obst. 


From a wide experience with opportunity for 
careful observation, Etttor brought his conclusions 
in regard to the use of salvarsan in ophthalmic 
practice. First, in relation to optic atrophy, he 
said he had never observed a case following the use 
of salvarsan, and in carefully collected reports from 
the other Indian hospitals not one was recorded; in 
fact, cases showing an atrophy of syphilitic origin 
reacted excellently to the drug. Second, that the 
best results were obtained by intravenous injection 
of 0.50 gm. to 150 Ibs. body weight, repeated only 
until Wassermann became negative. In addition, 
mercurials and iodides were also used. Third, that 
best results were obtained in recent uveal inflamma- 
tion. Muscular palsies reacted well. With tabetic 
cases and heredosyphilitic interstitial keratitis re- 
sults were disappointing. Fourth, he referred to the 
opinion of Gifford that the results of salvarsan in 


sympathetic ophthalmitis added a link to the 
evidence in favor of the protozoic origin of this 
disease. 

HENDERSON read notes of two cases of late infec- 
tion after cataract extraction in which recovery 
was rapid after the use of neosalvarsan. 

FLEMING stated that at St. Mary’s Hospital there 
had not been a case of injury to the optic nerve ob- 
served. 

BROWNING said that in some cases of undoubted 
sympathetic disease the increase in large mononu- 
clears was not noted. 

LANG emphasized the variation in the mononu- 
clear count in children especially under three years 
of age and the fact that care must be used in draw- 
ing conclusions from the blood picture for this 
reason. EarLte B. Fow er. 


Lang, W.: Case of Sympathetic Ophthalmia, 
from Which a Secondary Cataract had been 
Removed after the Administration of Salvar- 
san. Proc. Roy. Soc. Med., 1914, vii, Sect. Ophth., 95. 

By Surg., Gynec. & Obst. 


The author reports a case in a male 46 years of 
age in which an eye, damaged by a gun-shot, was 
removed fourteen days after the injury. Iritis be- 
gan in the previously sound eye fifteen days later, 
four weeks after the injury, and though quiet at the 
end of four months vision continued to decrease. 

Two years later there was good light perception 
but defective projection; no ciliary injection; iris 
vascular, not atrophic and adherent to a pupillary 
membrane on the capsule of the cataractus lens. 
Two intravenous injections of salvarsan 0.5 gm. were 
given 3 weeks apart with no general and slight localh 
reaction. Five months after this, as the vasculariza- 
tion of the iris was reduced and the eye was less 
irritable, the cataract was extracted and still later 
an iridectomy done leaving a clear pupil and a vision 
of 55/24. 

In the discussion PARSONS expressed his opinion 
that sympathetic ophthalmitis was a general infec- 
tion as shown by the action of the salvarsan and 
the deviation of the blood picture from the normal. 

FISHER spoke of two cases in which the blood 
picture indicated the disease, one before the appear- 
ance of other symptoms. EarLe B. Fow.er 


Lawford, J. B.: Case of Severe Post-Operative 
Plastic Iridocyclitis Treated by Neosalvarsan. 
Proc. Roy. Soc. Med., 1914, vii, Sect. Ophth., 97. 

By Surg., Gynec. & Obst. 


The author reports a case of plastic iritis coming 
on after a cataract extraction in a man 68 years old. 
Recovery was rapid after 0.9 gm. of neosalvarsan, 
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and later a recurrence cleared immediately following 
a second dose, the eye remaining quiet through 
further operative procedures. Earte B. Fow.er. 


EAR 


Layton, T. B.: Examination of the Internal Ear 
and Hind-Brain by Stimulation of the Vestibu- 

lar Nerve. Clin. J., 1914, xliii, 193. 
By Surg., Gynec. & Obst. 
Layton bases this article upon observation of the 
work of Barany, supplemented by conclusions from 
his own work with these tests. He enumerates first 
the ways in which the vestibular nerve may be 
stimulated and the resultant phenomena, including 
the pointing and falling reactions, which occur in 
the direction of the slow movement of the nystagmus. 
Barany believes that it is the cerebellum which 
controls the coérdination and it is stimuli passing 
to this which govern the pointing and falling reac- 
tions. He believes each set of muscles has a center 
in the cerebellum. On this theory a pointing error 
is evidence of disease of the cerebellar cortex or of 
the efferent fibers passing from it. There is reason 
to believe that the vermis is associated with move- 
ments of the trunk and the hemispheres with those 
of the limbs. A brief epitome of the central connec- 
tions of the vestibular nerve shows that they are 
numerous and far reaching. The author believes 
that the results of examination of the vestibular 
nerve is therefore valuable in diagnosis of nervous 
disease, especially in suspected cerebellar tumor, and 


that the method will be developed so as to aid 


greatly in localization. Earte B. Fow er. 


INTERNATIONAL ABSTRACT OF SURGERY 


McCall, Jr., J.: Indications for Surgery of the Eth- 
moid and Sphenoid Labyrinth; with Report of 
Cases. J. Indiana St. M. Ass., 1914, vii, 148. 

By Surg., Gynec. & Obst. 


The author divides the inflammatory diseases of 
the ethmoid and sphenoid into: (1) Acute catarrhal 
inflammation; (2) acute suppurative inflammation; 
(3) chronic catarrhal inflammation with hyperplasia; 
(4) chronic suppurative inflammation; and (5) 
chronic catarrhal inflammation with suppuration. 

The cases under the first two classes clear up under 
palliative treatment. 

The cases of the chronic type the author treats 
surgically by removal of the middle turbinate and 
extermination of the ethmoidal and sphenoidal 
labyrinth in order to obtain drainage and permit 
medication to reach the site of the diseased tissues. 

He cites the history of several cases illustrating 
the results obtained by treating these cases surgical- 
ly in which he relieved not only the local nasal and 
eye symptom but neurasthenia, stomach trouble, 
and dysmenorrhagia. 

CLINE gave it as his opinion that too many 
nasal conditions were treated surgically which would 
clear up under alterative and eliminative treatment. 

SPOHN relieves many of these cases of ethmoid 
inflammation by submucous resection of the septum 
and believes in doing as much surgery in the nose 
as is necessary to insure the patient against mouth- 
breathing. 

PARKER urged that before and after all intra- 
nasal operations of any magnitude the refractive 
condition of the patient be thoroughly gone over. 

ELLEN J. PATTERSON. 
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THROAT 


Bucher, W. M. and Chamberlin, W. B.: Alcohol 
Injections in Tuberculosis of the Larynx. 
Interst. M. J., 1914, xxi, 379. 

By Surg., Gynec. & Obst. 


The gratifying results obtained in the relief of pain 
and dysphagia in laryngeal tuberculosis of the 
aryteno-epiglottic type, with the ease of administer- 
ing the treatment proves its great practicability. 

The technique is as follows: With the patient in a 
horizontal position, the left side of the larynx is 
grasped with the first and second fingers of the right 
hand and with the thumb-nail of the same hand the 
middle point of the superior border of the thyroid 
cartilage is located, at which point the internal 
branch of the superior laryngeal nerve pierces the 
thyroid membrane. The thumb-nail marks this 
point and the needle is introduced perpendicularly 
to the skin for a distance of 1.5 cm. Moving the 
needle slowly about until it causes sharp pain 
radiating to the ear, sufficient warm 85 per cent 
alcohol is then slowly injected to relieve the pain. 
The operation is then repeated on the other side. 
During the operation the patient should avoid both 
speaking and swallowing. ELLEN J. PATTERSON. 


Paterson, D. R.: Three Cases of Foreign Body in 
the Bronchus, Illustrating Points of Interest. 
Proc. Roy. Soc. Med., 1913, vii, Laryngol. Sect., 1. 

By Surg., Gynec. & Obst. 

Paterson reports three cases of foreign body, 
pinkish in color, which color so nearly resembled the 
mucosa that extraction proved difficult. 

TILLEY, MARTINEAU, and HAsTINGsS each re- 
ported a case of sarcoma of the nasopharynx treated 
by radium emanations. Each case was treated by in- 
serting into the growth a tube containing from 4o 
to 82 mg. of radium bromide which was left in for 
twenty-four hours with disappearance of the growth 
in a few days. In the discussion which followed, the 
general consensus of opinion was that the nearer the 
infiltrating growths approach the embryonic tissue, 
the greater the likelihood that radium will prove 
beneficial. That all inoperable cases of sarcoma and 
epithelioma should be treated with radium even 
though the patient should have a recurrence of the 
growth sooner or later. 

LAYTON reported two cases of bilateral abductor 
paralysis, both of which gave positive Wassermann 
reaction and improved under mixed treatment. He 
also reported a case of subglottic swelling of the 
larynx treated with salvarsan which improved 
rapidly, obviating the necessity for immediate 
tracheotomy. 
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In the discussion which followed it was noted that 
salvarsan in these acute obstructive laryngeal cases 
frequently works wonders, as it relieves dyspnoea 
immediately, while on the contrary potassium iodide 
first increases dyspnoea. ELLEN J. PATTERSON. 


Torek, F.: Laryngectomy Combined with Gas- 
trostomy. Surg., Gynec. & Obst., 1914, xviil, 515. 
By Surg., Gynec. & Obst. 

The dangers incident to the feeding of a patient 
through a tube in the oesophagus after extensive 
laryngectomy, especially if complicated by resec- 
tion of the pharynx, are injury to the suture line and 
infection of the sutures. These are likely to be 
followed by infection of the whole neck wound, 
separation of the tracheal stump, aspiration of 
discharges, and pneumonia. 

To circumvent these dangers Torek performed a 
Witzel gastrostomy after completion of the laryn- 
gectomy and fed his patient through the gastric 
fistula. Although the case was far advanced, 
requiring not only the removal of the whole larynx 
and epiglottis but also a resection of the anterior 
wall of the pharynx and base of the tongue, the 
after-treatment was much simplified by the gastric 
fistula feeding. The pharynx fistula closed four 
and one-half weeks after operation, and the patient 
was then able to swallow both fluid and solid food. 
The gastric fistula closed promptly. 

The addition of a gastrostomy to the extirpation 
of the larynx does not add materially to the severity 
of the operation, as the laryngectomy is done by 
Torek under local anesthesia. In advanced cases 
the dyspneea forbids operating under inhalation 
anzsthesia unless a preliminary tracheotomy is 
performed, which, however, is preferably avoided 
in the interest of asepsis. Novocaine one-half per 
cent with suprarenin is employed. Deep injections 
block the superior laryngeal nerves and anesthetize 
the tissues about the trachea and larynx. Super- 
ficial injections are made corresponding to the lines 
of incision. The stump of the transversely divided 
trachea is sutured to the skin. Through this 
tracheal opening an inhalation narcosis may be ad- 
ministered for the performance of gastrostomy. This 
addition to the technique will prove of good service 
in many difficult and extensive cases. 


MOUTH 


Mixed-Cell Tumors of the Soft 
Surg., Gynec. & Obst., 1914, xviii, 456. 

By Surg., Gynec. & Obst. 

Mixed-cell tumors, while most commonly found 

in the salivary glands, are occasionally found in other 


Sturgis, M. G.: 
Palate. 
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portions of the face. Few cases have been reported 
from the soft palate. The author reports 14 cases 
from the literature and one from his own practice. 

These tumors have their origin from misplaced 
embryonic cells, being ‘“‘mesotheliomata of em- 
bryonic origin.” They may develop in the young, 
the middle-aged, or the old. In the cases collected, 
35 per cent developed after the age of 50. The 
duration of growth is generally two or three years; 
but it may vary from a few months to twenty or 
more years, and depends on the location and size of 
the growth and on the susceptibility of the patient 
to the resultant discomforts—interference with 
phonation, deglutition, and respiration. They occur 
on either side of the palate, rarely in the middle. 
They vary in consistency, according to the pre- 
dominance of epithelial or endothelial, fibromatous, 
chondromatous, or myxomatous elements. 

They are benign, but this benignity is doubtless 
due to the fact that their location demands early 
operation if there be any considerable growth, and 
since this increase in size in many cases is due to a 
marked growth of the epithelial elements, it seems 
reasonable to assume that these might undergo 
malignant transformation if they were not removed. 

In view of the generally accepted origin of these 
tumors, the first case reported has another embryo- 
logical anomaly—a didelphic uterus. . 
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Blair, V. P.: DentalgDisorders and Peridental In- 
fections; Their Relation to Neighboring Or- 
gans. Surg.,Gynec. & Obst., 1914, xviii, 470. 

By Surg., Gynec. & Obst. 


The author states that oral sepsis has only lately 
received the attention it deserves and that, exclud- 
ing the tonsils, it is the teeth and their root cover- 
ings that furnish the great atria of infection. 

He calls dental caries the most common afiliction 
of civilized races and says they are disseminators of 
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pathologic organisms through the blood and lymph 
streams. 

He gives the percentage of antral empyemas due 
to dental infection as 50 per cent and believes that 
infections of the antral mucosa of dental origin are 
rare, but infection and suppuration in the submucosa 
is common. 

The local effect of peridental infection may be of 
a chronic character or acute and extensive going to 
an alveolar abscess, as necrosis, cellulitis, or diffuse 
suppuration. Two forms of cellulitis he considers 
worthy of special mention, the chronic Holzphleg- 
mon and Ludwig’s angina. 

In tubercular adenitis, tubercle bacillus was 
found in a carious tooth corresponding to the 
infected node and carious teeth are probably a part 
of entry of the mycosis. 

He has seen three deaths from sarcoma and one 
from Hodgkin’s disease, apparently of dental origin. 
He observed two of torticollis with early scoliosis 
relieved by opening an alveolar abscess in each. 

He states that metastatic parotitis is dependent 
on oral sepsis traveling up the excretory duct. 
Premature loss of teeth may change the shape of the 
jaws and nasal chambers and irregular eruption of 
the teeth may cause nasal spurs and deviation of the 
septum. 

In 12 of his cases of ankylosis of the jaws, 2 were 
due to scar bands in the cheek due to sloughing of 
dental! origin. 

In reviewing the eye, ear, and nervous systems 
in relation to diseased teeth he explains the phenom- 
ena as reflex irritation and found in 94 cases of tic 
douloureux, dental irritation the apparent cause in 
26. 

He has observed instances of cases of mental 
derangement with impacted teeth and in examining 
cases of epilepsy pays particular attention to the 
teeth. 
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